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Tolserol 


Squibb 3-0-tolosy-1, 2-propanediot 
to control tremor and quiet the patient 
for relief of withdrawal symptoms _ 


to reduce or eliminate use of paraldehyde 
and barbiturates in treatment 


Dosage: The usual adult ora! dose is 1-8 Gm. This may be 
repeated 8-5 times per day. The initial dose should be at the lower 
end of the recommended dosage range inasmuch as nausea and 
vomiting occasionally occur when large doses are given at the start 
of Tolserol therapy. Subsequent doses may be standardized in 
accordance with the needs of the individual patient. 


Whenever possible, Tolserol should be given after meals. When 
given between meals, the patient should, if possible, drink 14 glass 
of milk or fruit juice before taking Tolserol. 


Supplied: Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100 and 1,000; 
Capsules, 0.25 Gm., bottles of 100 and 1,000; Elixir, 0.1 Gm. per cc., 
pint bottles; Intravenous Solution, 2%, 50 cc. and 100 cc. ampuls, 
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At right. your most eco- 
nomical, long-run secu 
rity-screen buy! Cham. 
berlin Security Screens 
are, pound for pound, the 
heaviest, strongest made 
They provide extra-long 
life at lowest possible 


maintenance cost. 


Neurological Building, 
Philadelphia General Hospital 


hat Philadelphia General Hospital bought 


For use in its recently com- 
pleted Neurological Building, 
Philadelphia General Hospital 
bought 2,201 Chamberlin Se- 
curity Screens—306 Detention- 
type, 1,410 Protection-type, 485 special Protection-type. 

About the latter: At time of purchase, Philadelphia 
General needed only insect screens for rooms that 
would later house disturbed patients. To avoid the 
expense of replacing complete insect screens when 
change-over was made, 485 Chamberlin Protection 
Screen frames with aluminum insect screen cloth were 
installed at the recommendation of the Chamberlin 
Advisory Service. 

As disturbed patients occupy rooms, simple, inex- 
pensive switch to Chamberlin’s heavy stainless-steel 
wire cloth provides needed detention strength of 
Chamberlin Screens, which also act as insect screens. 

To the obviou, savings above, add important yearly 
maintenance savings and top security-screen perform- 
ance —and you know what Philadelphia General 
Hospital bought in its 2,201 Chamberlin Security 
Screens. Check these famous Chamberlin features 
against your needs: 

PERFORMANCE—Chamberlin Security Screens deliver 
safe, sure, humane detention and protection year in, 
year out. That almost goes without saying. 


in its 2,201 Chamberlin Security Screens 


SAVINGS-—Chamberlin Security Screens deliver im- 
portant yearly savings. For instance, their extra-heavy 
construction oOutlasts severe attacks, usual forcing, 
prying, picking. Repair bills go down, stay down. 
Too, Chamberlin Security Screens stop glass breakage, 
grounds littering: cut maintenance costs substantially. 
ADVISORY SERVICE—Chamberlin Advisory Service will 
help you save every possible cent, as it has done for 
architects, contractors, and institutional managements 
during 14 years of specialization in this field. Write for 
informative folder on Chamberlin Security Screens— 
Detention, Protection, or Safety types. Or let us give 
you exact data on the specific security-screen needs 
vou have in mind. 


Modern institutions turn to 


CHAMBERLIN| 


CHAMBERLIN COMPANY OF AMERICA 


For modern detention methods 


CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA BROSSE ST. ° DETROIT 32, MICHIGAN 


CHAMBERLIN INSTITUTIONAL SERVICES also inciude Rock Wool Insulation, Metal Weather Strips, All-Metal Storm Windows, and Insect Screens 
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TECHNICALLY ADVANCED 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 
No. 2 or B MACHINE (Model CW47B) 


for non-convulsive stimulative electro therapy 


combined convulsive and stimulative electro therapy — now 
with fully extended convulsive range 


treatment of barbiturate coma and respiratory problems 


greater efficiency of convulsive currents, clinically proven, produc- 
ing a very soft convulsion without epileptic outery 


e therapeutic effect by means of specific LOW CURRENTS 


unique design permitting more than 200 hours of constant opera- 
tion without overheating or damage to machine 


respiration is forced and controlled by current stimulation during 
and at the end of seizure 


memory defect, physical thrust, apnea, etc. are avoided 
no tube replacement problem, Reiter tube guaranteed for five years 


special electrodes eliminate use of jelly 


new, clinically proven techniques 


advanced models result from 12 years of coordinated laboratory and 
clinical research 


OTHER THERAPY RANGES 


No. L or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Mode! RC47B) for prolonged deep coma therapy 


LITERATURE AND A BIBLIOGRAPHY OF MORE 
THAN 75 REFERENCES AVAILABLE ON REQUEST 


REUBEN REITER. Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N.Y. 
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A spontaneous, free flow of speech can be ob- 
tained by intravenous injection of ‘Methedrine’; 
previously withheld information is often disclosed, 
and abreaction is facilitated. 


There is no amnesia following ‘Methedrine’ ad- 
ministration; therefore there are no misgivings as 
to what has been said. Recollection of the inter- 
view helps the patient to accept the psychiatrist’s 
interpretations. ~ 


In contrast to the drowsiness and depression 
persisting after barbiturates are used for narco- 
synthesis, patients receiving ‘Methedrine’ are left 
with a sense of well-being. Any stimulation re- 
maining after the session may, if necessary, be 
controlled by sedation. 


‘METHEDRINE 


METHAMPHETAMINE HYDROCHLORIDE 


Information as to 
dosage and technique 
will be sent on request 


References: 
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MODERN NEUROLOGY 
requires dependable diagnosis 


MEDCRAFT Model D 
Electroencephalograph 


Requires no shielded rooms 
All components plug into position 
No B batteries 


Write for specifications and prices 


REAR VIEW — Showing 
accessibility of components 


Representatives in principal cities 


MEDCRAFT ELECTRONIC CORP. 

41-41 Twenty-fourth Street 

City1,N.Y. 

Shock Therapy Unit Sti lw 6-55 
Glissando Control — adjustable A e 
timing and voltage — = : ime, 

light weight and rugged. Sales & Service 
Baltimore Chicago Orleans 

Pittsburgh Birmingham San Francisco San Antonio 
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Early cortisone adfninistr 
—_— and in some cases m 
prevent 


e What effect does cortisone 
on acute rheumatic 


apy, the severely ill, 
laches appears alert and 
comfortable; and within one to 
four days, temperature drops to 
normal, ite 
subsides. 


Cortisone 


available as Compressed Tab- 
lets Cortisone Acetate, 25 mg., for 
oral use. Bottles of 20 tablets. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Electro- 
Shock 
Ther Qpy with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion... 
reduces chance of fracture... 


Model 160-G 


$250.00 
As illustrated complete 


As illustrated 
complete with 
electrodes 


PORTABLE 
UNITS 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 
Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


154 ELEVENTH AVENUE~NEW YORK; 11, N. 
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New Fenestra Psychiatric Package Windows in G.M.S. 
Veterans Hospital, Omaha, Nebraska. 

Architect: Ellerbe & Co. and Leo A. Daly Co. 
Contractor: Peter Kiewit Sons, Company & Associates. 


NO JAIL-LIKE LOOK HERE! 


Here detention has the look of freedom so 
encouraging to mental patients. 

Fenestra* Psychiatric Package Windows 
don’t Jook like psychiatric windows. Yet their 
design and their special screens give your 
patients maximum protection. 

This modern window “package” includes 
the graceful awning type Fenestra Steel Win- 
dow with smooth-working operator and re- 
movable adjuster handle (bronze), special 
steel casing, plus your choice of four types of 
flush-mounted inside screens: DETENTION 
SCREEN for maximum restraint (the tre- 
mendously strong mesh is attached to shock 
absorbers built in the frame), PROTECTION 
SCREEN of SAFETY SCREEN for less dis- 
turbed patients, or INSECT SCREEN for 
general and administrative sections of your 
hospital. 

There are no sills to climb on. No sharp 


corners. No way for patients to get at the 
glass. All-weather ventilation, controlled with- 
out even touching the screen. And the win- 
dows are washed inside and outside from 
inside the room. 


Fenestra Hot-Dip Galvanized Windows 
Never Need Painting! 
To eliminate maintenance-painting, Fenestra 
Windows are available Super Hot-Dip Gal- 
vanized (on special order), from America’s 
only plant especially designed to hot-dip gal- 
vanize steel windows. Get complete informa- 
tion... call your Fenestra Representative 
(he’s listed in the yellow pages of your phone 
book), or write Detroit Steel Products Com- 
pany, Department AJ-8, 2276 East Grand 
Boulevard, Detroit 11, Michigan. *® 


See our exhibit in Booth 150 at the American 
Hospital Convention in Philadelphia, Sept. 15-18! 


PSYCHIATRIC PACKAGE WINDOWS 


Steel Window Steel Casing Screen Operator 
Removable Bronze Adjuster Handle 
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Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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THE MEANING OF MEDICAL EDUCATION IN OUR SOCIETY * 
JOHN C. WHITEHORN, M.D., Bactimore, Mb. 


Gathered together in the 1o8th annual 
meeting of this professional association, and 
preoccupied chiefly with the special problems 
of the mentally ill, it is fitting and proper 
that our attention should in the main be di- 
rected to special topics in the psychiatric field. 
We come now, however, to a point in our 
program where we have an opportunity to 
turn our attention for a time to a broader 
topic. I have been asked by. your Program 
Committee to lead a discussion of the mean- 
ing of medical education in our society. 

It is an appropriate time for special con- 
sideration of this general topic, because our 
Association has been engaged this year and 
last year in a special enterprise—the Con- 
ferences on Psychiatric Education—in which 
we have enjoyed the close and cordial col- 
laboration of representative leaders of the 
Association of American Medical Colleges. 
A number of our members have experienced, 
through this collaboration, a heartening sense 
of common purpose, a broadened appreciation 
of the general perspective of medical educa- 
tion and a keener consciousness of some of 
the salient angles of the complex framework 
in which our own special roles in medical 
education have to be enacted. 

The ultimate purpose of medical education 
is the health of the people. To this end, men 
and women learn to be physicians, and to 
serve the health needs of the people; to this 
end, also, the institutions for medical educa- 
tion devote themselves to the increase of 
knowledge, to the creation of superior skills 
and better methods, to the critical and crea- 
tive testing and application of new concepts, 
new materials, and new modes of organiza- 
tion and administration for health purposes. 

It is plain and simple, and easy to under- 
stand, that medical education means for our 
society the training of physicians, and their 
auxiliaries, thus providing trained personnel 
for the fight against death, distress, and dis- 
ability. It is not quite so easy to keep clearly 
in mind in what ways the institutions for 


1 The Academic Lecture read at the 108th annual 
meeting of The American Psychiatric Association, 
Atlantic City, N. J., May 12-16, 192. 


medical education serve also as the primary 
instrumentality for research and develop- 
ment, and how this function is intimately re- 
lated, in a creative way, to the function of 
training health personnel. 

Medical education has become, in this cen- 
tury, in our culture, very largely a university 
function. It was largely otherwise a hundred 
years ago. Why has this change occurred, 
and how? And what has it meant for the 
health of our people? That we now have 
better health is well known. Many thought- 
ful persons would say that these great im- 
provements have been gained, in large part, 
by the integration of medical schools into the 
universities. If there is a considerable 
measure of truth in such a statement, it be- 
hooves us to consider with special care the 
meaning of the university as a social instru- 
ment. Furthermore, if the university is so 
powerful an instrument for good, why do we 
continue to leave large portions of our ap- 
paratus for medical education outside the 
orbit of the universities? 

While framing large general questions of 
this kind, let us consider also two smaller and 
more specific questions of particular interest 
to psychiatrists : 

1. Why, in our society, at this time, does 
the certification of medical specialists lie in 
the hands of special practitioner groups, 
rather than under university control ? 

2. Why do psychoanalytical institutes, in 
the main, stay separate from the universities ? 

Are these instances merely examples of 
cultural lag? If so, why the lag? What are 
the forces—social, economic, or personal— 
that determine present conditions and atti- 
tudes? In what direction shall we try to 
move? And how? 

These are a few of the troublesome educa- 
tional problems, of great practical interest to 
the psychiatric profession. Their wise reso- 
lution is sure to depend, in considerable 
measure, upon a well-founded appreciation 
of the meaning of medical education in our 
society. 

I wish to emphasize again that our society 
has gained greatly in health by bringing 
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medical schools into the university organiza- 
tion. It will aid in our consideration of the 
meaning of this development if we consider 
in general terms the meaning of a university. 

A university is a company of scholars, 
classified somewhat arbitrarily as teachers 
and students, organized into an institution of 
learning, working at the advancing borders 
of knowledge, and equipped with a complex 
apparatus of scholarship. Within such a 
company of scholars certain acts of com- 
munication occur, sometimes called instruc- 
tion, but more significantly having the nature 
of enlightenment and motivation, whereby the 
achievements of the past, the actualities of 
the present, and the potentialities of the 
future are brought into a shared pattern of 
understanding, aspiration, and endeavor. The 
working units of a university are persons— 
persons chosen by special procedures and 
with special care for qualities of creative in- 
telligence, intellectual honesty, and communi- 
cative talent. Described in such terms, the 
university is seen to be a special social or- 
ganization, particularly designed for liberat- 
ing the creative intelligence of its members, 
to serve the needs of the society that develops 
and supports it. 

If one examines the catalog of a univer- 
sity, as an indication of its organization and 
functions, perhaps the most striking feature 
is its division into schools and departments-— 
a degree of subdivision that appears to deny 
the integrative function I have chosen to 
emphasize as the central purpose of a univer- 
sity—the central integrative purpose that 
justifies the very name of university. Wise 
planning and administration can do much 
to overcome the handicaps of specialization 
and compartmentalization, but probably the 
chief integrative force in a university is con- 
tributed by the students, individually and 
collectively. There is a dynamic, on-going 
life in a university. In each generation of 
students, some, at least, challenged by new 
patterns of experience and enlightenment, 
are able to surmount departmental barriers, 
to create new insights, and to develop new 
orientations for the enlightenment of the 
next generation. Thus it is, in large measure, 
the students who convert a highly depart- 
mentalized structure into a true university. 
A special function of the university is to 


explore the logical implications of human 
experience across the barriers of prejudice or 
hardened habits of thought and action. To 
this end, universities have to encourage and 
assure to their members intellectual independ- 
ence in high measure, maintaining at the same 
time a sense of responsibility for the basic 
values of the society that they serve. The 
task of sustaining academic freedom, with 
scholarly responsibility, is one of the primary 
duties of a university, and a primary means 
for maintaining within a society creative in- 
tellectual activity of a high order. 

The university is not, of course, the only 
means by which society makes use of group 
processes for the thoughtful study of human 
experience, and its implications. Even power 
groups, formed ad hoc for the express pur- 
pose of specific social action, or economic 
action, have a potentiality for education, in 
this sense. It is an empirically observed 
phenomenon that a free society generates 
large numbers of voluntary associations, and 
that these voluntary associations play a con- 
siderable role in the higher education of the 
participants. Members of this Association are 
familiar with many examples of this phe- 
nomenon, such as the boards of directors of 
welfare agencies, mental hygiene societies, 
the League of Women Voters, and many 
others. Two recent examples of voluntary 
associations, very familiar to us psychia- 
trists, have been the Group for the Advance- 
ment of Psychiatry and the Committee for 
the Preservation of Medical Standards in 
Psychiatry. Neither of these groups has been 
organized in the university pattern or for 
the university purpose, but each has served, 
in some measure, an educational function. 

One of the shrewdest architects of the 
American pattern of political and social life, 
Benjamin Franklin, was an inveterate or- 
ganizer of societies. Each of Franklin’s 
societies, I presume, has served, in some fash- 
ion, the functions that I have indicated as 
those of a university, although only one be- 
came formally so organized and named. 

Associations that become committed to the 
advocacy of specific action may lose, how- 
ever, through the bias of such specific com- 
mitments, some of the values that the univer- 
sity takes great pains to safeguard. 

Modern societies have in general cherished 
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and supported universities, as part of the 
educational system, not always at a very high 
level of excellence. The financial support has 
been through voluntary gifts, fees, and public 
monies. Each mode of support has its advan- 
tages and its dangers, and I wish later to 
discuss some of these problems, with par- 
ticular reference to medical education. Basic 
to a society’s proper financial support of 
education is the level of popular appreciation, 
understanding, and enthusiasm for the pur- 
poses of education. During the last half cen- 
tury medical education has enjoyed a high 
measure of support in our society, not in full 
proportion to the immense benefits gained 
thereby for the health of the people, but re- 
flecting nevertheless much appreciation and 
esteem. Our society has made it possible, 
financially, to develop for medical students 
more individualized training and superior 
opportunities for the fuller development of 
their talents. 

During periods of rapid advancement in 
the standard of living, through greater pro- 
ductivity, and particularly during periods of 
monetary inflation, educational institutions 
suffer comparatively. We are in such a pe- 
riod now. The medical schools of this coun- 
try, for example, are suffering an annual 
total deficit recently calculated to be approxi- 
mately ten millions of dollars. The Federal 
Government appears to be the only social 
agency able to bail out financial leaks of such 
magnitude, yet many shudder at the possible 
dangers of bureaucratic Federal control. 

Various Federal departments have already 
become in recent years dispensers of large 
sums of money in support of the research 
activities of universities, including medical 
schools, principally through contracts or 
grants for special projects. Voluntary fund- 
raising associations, interested in specific 
types of disease, have also been supporting 
project research. Much thoughtful planning 
has been done to dispense project grants 
wisely and without pernicious bias, but there 
are serious defects inherent in such project 
financing. 

Universities, and their medical schools, 
have accomplished their major achievements 
through selecting, and getting financial sup- 
port for, productive scholars, alert to the 
emerging opportunities, in close functional 


contact with their chosen younger associates 
and capable of leading some of these younger 
men into programs of creative work. Under 
a system of project financing these creative 
scholars must become, also, experts in the 
attractive packaging of small units of re- 
search, salable in advance to certain sources 
of support. The system may put a heavier 
premium upon shrewdness in perceiving the 
biases of donor agencies than upon creative 
mastery of a field of study and investigation. 
If the same sums could be made available to 
universities, in a less restrictive and rigid 
fashion, with freedom to exercise fully the 
known talents for creative scholarly leader- 
ship and strategy, more could probably be 
gained for society. 

Fund-granting agencies, both Federal and 
other, have, however, in recent times felt 
obliged to use the politically safer expedient 
of dispensing money through project awards, 
and empanelling small juries of experts to 
take the responsibility of advising on these 
project awards. Where do they turn for the 
experts to constitute these juries of award? 
Quite obviously they turn in the main to the 
scholars in the universities, for they are the 
persons who have the needed knowledge and 
understanding. Thus, by awkward indirec- 
tion, and with considerable waste, there are 
interpolated into the pattern of research- 
support the arts of salesmanship, the great 
wastes of rigid predictive budgeting of proj- 
ects, and a considerable measure of rather 
whimsical uncertainty in the careers of young 
scholars, and in the strategic planning of 
their chiefs. 

Furthermore, universities have had to con- 
sume their own resources to an appreciable 
extent, in absorbing the increased overhead 
expenses incident to project grants, and thus 
are further hindered in their freedom of 
operations. 

In some ways project financing is now 
contributing, also, to the present serious dan- 
ger of deterioration of the so-called basic 
science departments in medical schools. Such 
departments are having great difficulties in 
the recruitment and development of staff, 
and this comes about, in part, because clinical 
departments, having a greater emotional ap- 
peal to fund-raising and project-granting 
groups, can seduce into applied research, 
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with project money, many of the potential 
assistant professors of physiology, pharma- 
cology, and biochemistry. The increasing 
scientific talent thus devoted to clinical in- 
vestigation brings gains, and the shifting pat- 
tern may perhaps in time be brought into 
good balance, but it seems socially unsound 
that the sentimentality of uninformed persons 
should have the power to influence so criti- 
cally the patterning of medical education. 

In pointing up the faults and dangers of 
project financing—and I have mentioned 
only a few—I cannot do so with any attitude 
of censure of those immediately concerned, 
for I have participated quite actively in the 
process, and I know well the earnest and con- 
scientious service given to fund-granting 
agencies by my colleagues. I must say, never- 
theless, that I do not think that project financ- 
ing is the courageous or wise method by 
which society can best support the univer- 
sities and their medical schools. It is not 
pleasant to contemplate an indefinite exten- 
sion of the present trend to put the creative 
scholarship of our universities into the gold- 
riveted strait jackets of project financing. 

Rather than censuring any persons or 
special groups for this situation, I would 
prefer to look a bit deeper into the problem. 
To further that deeper look, I formulate the 
critical, practical question, “Why is it con- 
sidered politically dangerous for the govern- 
ment agencies to provide direct support to 
those excellent institutions of learning that 
have demonstrated that they know how to 
support creative scholarship?” The obvious 
answer is: “Because many persons of influ- 
ence would denounce such decisions as un- 
fair discrimination against other institu- 
tions.” That is, however, a superficial mani- 
festation of a deeper fault in our social and 
political life, that our society has been too 
tolerant of mediocrity in our universities. 
There is not a very high public appreciation 
or esteem for professors or scholars ; in the 
absence of such esteem the ablest persons 
may not be motivated to high endeavor to- 
ward such roles or toward superior perform- 
ance in such roles; and so on, in a vicious 
circle. If a larger proportion were brought to 
the top level of excellence, greater public 
trust would make it politically feasible to 
give support to universities through more di- 
rect grants, without restrictive meddling. 


A trend in public sentiment moves gradu- 
ally to overcome the expectation of medi- 
ocrity in universities and in professors, but it 
has still far to go. A disparaging attitude 
toward university professors and a prejudi- 
cial exploitation of this popular disparage- 
ment is not, however, limited to the illiterate 
and unwashed. I have never heard anywhere 
else such harsh and unfair criticism of pro- 
fessors as I heard a few years ago in certain 
medical meetings, and those criticisms were 
not based upon a balanced judgment as to the 
professors’ performance of university func- 
tions, but rather upon violently partisan 
antagonism to the professors’ support of 
plans for group medical practice and volun- 
tary health insurance, which incidentally have 
both now been officially approved by most 
medical associations. 

When there has been developed a higher 
public expectation of excellence in univer- 
sities and professors, and when most indivi- 
dual universities and professors have either 
risen to the high levels of excellence expected 
of them, or ceased to exist, then one may hope 
that governments may be able, with political 
safety, to provide more direct support, with- 
out having to resort to the wasteful indirec- 
tions of project financing, and without being 
driven by public distrust, into fussy and un- 
wholesome bureaucratic meddling with the 
functioning of universities thus aided. 

Increase in public trust and esteem for 
medical education in the university pattern 
will not only favor governmental support 
without bureaucratic interference ; it will also 
favor voluntary support. 

In considering the reciprocal relationship 
between society’s support of educational in- 
stitutions and the services rendered to so- 
ciety, there is need for some study of com- 
munity needs and how well they are met. 
The 1951 Conference on Psychiatric Educa- 
tion was supplied by its Preparatory Com- 
mission on Community Needs with a con- 
siderable sampling of public opinion regard- 
ing the shortcomings of medical education, 
as judged by the shortcomings of physicians 
in fulfilling community needs and expecta- 
tions. Two complaints, in particular, were 
often and forcefully repeated: (1) that 
many individual physicians, although techni- 
cally competent, do not seem to understand 
human nature very well, nor seem able to 
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help very much with emotional problems, 
and (2) that many physicians appear naive, 
uninformed, and uninterested about social 
problems. The Conference devoted much 
time to the discussion of such complaints 
and the means of improving the work of 
medical schools in these respects, through 
closer contact with the general community 
and with the rest of the university. The 
Report of that Conference places special 
emphasis upon the role of psychiatry in 
furthering such improvements in medical 
education, but the psychiatrists in the Con- 
ference did not pose as the sole saviors. The 
contributions of other university departments 
to the understanding of human nature and 
social processes were also stressed. The dis- 
cussion on these matters could be taken as a 
specially strong argument for the closer in- 
tegration of the medical school into the uni- 
versity of which it is a part. 

A personal detail will serve to emphasize 
one means by which this integration is oc- 
curring. One member of the Conference, 
the dean of a midwestern medical school, 
who had been one of the most constructive 
leaders in the consideration of community 
needs and methods of meeting them, had to 
leave the Conference on Psychiatric Educa- 
tion the day before it closed, because he was 
called by his Board of Regents to become 
president of the university. 

The medical schools have not infrequently 
been blamed for setting up entrance require- 
ments that overemphasize technical above 
humanistic interests, thereby biasing the 
selection and indoctrination of their candi- 
dates. There is some reason for faultfinding 
in this area, but it seems to arise not entirely 
from medical school requirements but more 
from lack of understanding and adaptability 
at the undergraduate college level. The fault 
has occurred largely through a clash between 
well-meant educational policies, solidified in- 
to too-rigid standards. The common pre- 
medical requirements in biology, chemistry, 
and physics are not in themselves unduly 
time-consuming, and they constitute essenti- 
ally a fair warning that instruction in medical 
school presupposes a basic knowledge in these 
matters, without which one may expect to 
fail. The college student, aiming at meeting 
these minimal medical school requirements, 


finds himself commonly caught in some col- 
lege-imposed system of major subjects, or 
areas of concentration, and coerced by that 
system into taking a lot more chemistry or 
physics or biology, to meet the concentration 
requirement, with but little time left for 
broader education. The primary integrative 
purposes of university education are thereby 
unreasonably curtailed. Some have urged 
that medical schools attempt to correct this 
situation by specifying additional entrance 
requirements, say in sociology, psychology, 
or literature, but it appears to me that the 
best solution lies in the direction of greater 
freedom, not more restriction. A greater 
flexibility in college concentration rules 
would help much. A broader range in the 
education of so-called premedical students 
would also yield a better educational service 
to society in another respect. A large frac- 
tion of so-called premedical students, per- 
haps as large as two-thirds, never become 
medical students. Society would be the gainer 
by a broader education of these disappointed 
candidates. 

The Conference on Psychiatric Education, 
to which I have referred, was so organized 
as to place the emphasis upon community 
needs as a major influence in shaping educa- 
tional processes, and therefore emphasized 
the social interests of departments of psy- 
chiatry. 

I cannot pass this point in our discussion, 
however, without expressing certain personal 
views regarding the role of the department 
of psychiatry in a university medical center. 
Psychiatrists have developed and maintained 
strong interests in social processes, because 
of the intimately social nature of their pa- 
tients’ problems and reactions. Psychiatrists 
have been among the leaders actively bring- 
ing medical education into closer community 
contacts. In quite recent years this social in- 
terest tendency has also been manifested in 
the development of close working relation- 
ships between departments of psychiatry and 
departments of sociology and anthropology. 
But there is need also for the better cultiva- 
tion of the physiological side of our field. 
My own personal interest supports my judg- 
ment in this direction. Our psychobiological 
laboratory, our Pavlovian laboratory, and our 
liaison with the department of physiology in 
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the Johns Hopkins medical center are mani- 
festations of the conviction that psychiatry 
should integrate its clinical interests with the 
use of laboratory methods and the use of 
laboratory animals to test the limits of bi- 
ological adaptation and to study the dynamics 
of behavior under stress. 

Let us consider now the hospital aspects 
of medical education. The great teaching 
hospitals of this country have developed, in 
their resident system for specialty training, 
one of the major contributions to the people’s 
health. The extraordinarily good results with 
the combat casualties of our armies in World 
War II have been attributed, by those in the 
best position to judge, to the excellence of the 
resident training programs in our medical 
centers. 

The Veterans Administration hospitals, be- 
fore World War II, had been located in re- 
mote places, and sedulously guarded from the 
intrusion of medical school professors, to 
avoid public mistrust that the veterans might 
be used for experimental purposes by these 
professors. The understanding and courage 
of General Hawley and General Bradley 
brought V.A. hospitals into as close liaison 
as possible with medical schools—and pro- 
fessors—and this move has received strong 
public approval. 

Some years ago there had been consider- 
able discussion, among medical educators, of 
the desirability of having the medical schools 
take formal responsibility for the interneship 
and residency programs. Some medical 
schools went so far as to require interneship 
in an approved hospital before conferring 
the medical degree, but this has not become 
the common pattern. The actual pattern of 
relationship between hospital and university 
is less formal, but no less real, and it consists 
essentially in the fact that the high standards 
of resident training have been developed in 
the great teaching hospitals, whose staffs are 
headed by university professors. There are 
resident-training programs in other hospitals, 
but they have difficulty in getting residents 
unless they maintain effective liaison with a 
university medical center. Here again it is 
the students who constitute a major force in 
maintaining an educational ideal. 

During the last two decades in American 
medicine, the specialty Boards have come 


to play an important role. The history of 
their development has given them a pattern 
and form remarkably remote from university 
education, and some critical commentators 
have seen therein a grave danger to the 
public interest. In our own specialty, the 
American Psychiatric Association had been 
actively moving to establish some system 
of specialty certification, as a means of dis- 
tinguishing in a public way those who were 
really competent psychiatrists from others 
who by unqualified pretensions brought 
shame upon the profession. The interests 
of the specialty coincided also in this re- 
spect with the interests of the public for 
whom it would be advantageous to have 
some clearly defined evidence of competence. 
The American Medical Association was also 
actively moving toward the development of 
specialty certification. I am betraying no 
historical secrets when I say that many in 
the Psychiatric Association were fearful that 
the standards and the machinery for the 
certification of psychiatrists might be estab- 
lished by what was considered an outside 
group. A compromise was reached whereby 
the American Board of Psychiatry and Neu- 
rology was established, with equal represen- 
tation from the American Psychiatric Asso- 
ciation, the American Medical Association, 
and the American Neurological Association. 

From a broad standpoint of public wel- 
fare, it has seemed to me very wise that the 
organized medical profession, as a whole, 
should play a significant part in policies of 
specialty certification. One of the major 
specialty functions has been consultation 
with the general practitioner and with other 
types of specialists. Shou!d these others not, 
therefore, have a part in the decisions as 
to what sort of consultants they wish to see 
certified? One of the practical points at 
issue was the desire, fairly general in 1934, 
to have a consultant competent in both neu- 
rology and psychiatry. Since then, in many 
sections of the country the medical pro- 
fession has come to distinguish more defi- 
nitely between the functions of the neuro- 
logical consultant and the psychiatric con- 
sultant, and there have, in fact, been changes 
in Board policy and procedures reflecting the 
extent of this functional differentiation. In 
regard to this point, the pattern of organiza- 
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tion and the choice of men to direct the 
Board has maintained, I think, a heaithy 
capacity for adaptation where some had 
feared that specialistic bias and inter-spe- 
cialty tensions would produce unhealthy in- 
flexibility. 

At another point in the history of the 
American Board of Psychiatry and Neurol- 
ogy, there was grave danger of unhealthy 
inflexibility. That came in 1946 when there 
was heavy pressure upon the Board and 
within the Board to spell out in detail the 
proper pattern for specialty training. This 
came about in part because there was occur- 
ring, in that postwar period, a considerable 
expansion of residency training. It was ar- 
gued that new training centers were looking 
to the Board for leadership in determining 
the proper pattern. The Board decided this 
problem by offering a set of suggestions, in- 
dicating primarily the range of experience 
considered desirable, but did not specify that 
the details be required for official recogni- 
tion and approval. 

I mention these few details of the Board’s 
history in order to indicate that this par- 
ticular specialty board has, in these respects, 
avoided some of the dangers of practitioner 
bias and inflexibility, which have been m- 
phasized in the criticisms of thoughtful com- 
mentators such as Alan Gregg. 

On theoretical grounds it could be argued 
that there should be strong university rep- 
resentation on the specialty boards, to offset 
the dangers of practitioner control. The 
other extreme, that of individual university 
certification, as it has developed in Great 
Britain, is not an appealing alternative be- 
cause of the enormous differences in the 
meaning of the Diploma in Psychological 
Medicine, as obtained from different British 
universities. In some universities it has been 
possible to obtain such certification by ex- 
amination following a few months cf special 
study soon after graduation from medical 
school, without any resident hospital train- 
ing. In another, a stiff training of four 
years’ duration is required for the D.P.M. 
One would not wish our American specialty 
certification system to move in the direction 
of so much confusion. I believe that there 
is a practical means, however, whereby we 
may gain for the specialty boards the ad- 


vantages of closer liaison with the universi- 
ties. I suggest to this end that the Associa- 
tion of American Medical Colleges establish 
a small stan“ing committe: to consider their 
relationships to specialty training, and that 
this committee meet from time to time with 
the Advisory Board of Medical Specialties. 
and, if requested, with specific specialty 
Boards when considering policy. I believe 
that such a plan would constitute a useful 
practical offset to the dangers of exclusive 
practitioner control. 

I indicated, near the beginning of my re- 
marks, that there is another practical prob- 
lem—that of the psychoanalytic. institutes— 
that needs discussion in the general context of 
medical education, and its meaning for our 
society. The psychoanalytic method of study 
and the principal psychoanalytic theories are 
surely to be counted among the most signifi- 
cant modern ideas regarding health, and 
therefore deserving of sympathetic presen- 
tation to all medical students, and particu- 
larly to trainees in psychiatry. How can a 
university department of psychiatry best 
accomplish this task, in a reasonably fair 
perspective? Obviously the minimal require- 
ment is that there should be available in the 
department of psychiatry one or more 
teachers, having the general qualities sought 
for in university teachers and also fully 
qualified in psychoanalysis, and recognized 
for creative scholarship in that field. It 
would also be in accordance with the general 
university ideal if such persons could com- 
municate meaningfully, and not altogether 
unilaterally, with persons of other training 
and background. 

In a fair number of medical centers these 
minimal needs can now be met, and have 
been met in university dep:rtments of psy- 
chiatry. But considerable difficulties arise 
when attempts are contemplated to arrange 
maximal opportunities within the structure 
of a university for psychoanalytic work at 
the most advanced, growing frontiers of 
knowledge. We have the curious anachro- 
nism that a practitioner group has established 
standardized practices and standardized in- 
stitutional forms for advanced psychoana- 
lytic education. I use the word “education” 
in this connection with a bit of hesitation and 
distrust, because the phrase “psychoanalytic 
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training” is the one that habit brings more 
naturally to my tongue. The distinction be- 
tween education and training is one of great 
importance for society, and the meaning of 
the university in our society has been largely 
concerned with the maintenance of proper 
conditions for true education as contrasted 
with mere training. The direct incorpora- 
tion of a psychoanalytic institute inside a 
university framework has been attempted 
in several interesting instances, not without 
considerable strains and some dislocations. 
In the main, however, the psychoanalytic in- 
stitutes operate separately from the univer- 
sities. I am frank in stating my opinion that 
this arrangement appears to me anomalous 
and unsound. We are, most of us, familiar 
with the historical conditions that led to the 
formation of the psychoanalytic institutes. 
Many of us who have not participated di- 
rectly in official ways have been sympathetic 
to their purposes, and regretful, rather than 
hostile, concerning their formal organiza- 
tion, viewed as a temporary expedient. I do 
not recall comparable obstructions having 
been raised, in any other areas of presumed 
scientific advancement, between the practi- 
tioner group and the control of education 
by universities. Theological education might 
come up for comparison in this connection, 
because theology, too, involves much con- 
sideration of creeds and scriptures, and leans 
heavily upon personal emotional experience ; 
but theology had a special ground-floor 
position in the founding of universities. 

Attempts to combine the psychiatric resi- 
dency program in the teaching hospitals with 
some participation of the residents in the 
work of psychoanalytic institutes have not 
been altogether satisfactory. There is often 
an unhappy division of loyalties. Unresolved 
transference neuroses are cemented to the- 
oretical formulations much more closely 
than appears consistent with the ideals of a 
university. 

I know that there are others who approach 
this complex problem in a somewhat differ- 
ent way than I have indicated in my brief 
remarks, but it constitutes a verious probleia 
of higher education, no matter how ap- 
proached. 

Can we foresee the direction of progress 


in the resolution of this problem? My own 
expectation is that progress will occur 
slowly, as it is now in process, through the 
gradual influence of those oncoming students 
who have the capacities for critical discrim- 
ination and creative integration while the 
overprotective, overpossessive generation, 
with its vested interests and techniques of 
influence, passes away. I anticipate hopefully 
that by this process the sectarian and sep- 
aratist tendencies will be counteracted. Psy- 
choanalytic observations and ideas occurred 
and were formulated in the minds of men 
who were strongly preoccupied by other 
ideas, also. We may recall in this connection 
Sigmund Freud’s ideas about religion and his 
ideas at one period regarding psychic deter- 
minism and the presumed energetics of the 
unconcious. It has taken much time and dis- 
tress to disentangle his professionally useful 
contributions from their more or less acci- 
dental personal associations with his other 
beliefs. Since the psychoanalytic method is 
inherently highly personal, we can expect that 
soundly critical and creative discriminations 
will take much time. But there does seem to 
be progress in this direction, during the few 
decades of my acquaintance with the matter, 
and I think it reasonable tu expect such pro- 
gress to prepare the way for the more sat- 
isfactory development of psychoanalysis, in 
the desirable milieu of the university, along 
with other health sciences. 

In undertaking to lead off this discussion 
of the meaning of medical education in our 
society, I have chosen to stress the practical 
benefits to the people’s health that have been 
gained by bringing medical education into 
the university organization. I have tried to 
present a fairly broad view of the meaning 
of a university, and of the medical school 
organized as part of a university, as a social 
instrumentality for creative development at 
a high level of excellence, but it has not been 
my intention to evade by generalities the pain- 
fully practical problems that have special per- 
tinence for psychiatrists. I have not avoided 
making some statements that may stimulate 
—and perhaps even provoke—heated dissent, 
but I have tried earnestly to present what 
seem to me reasonable views in the light 
of my experience and observation. 
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THE ROLE OF MEDICAL EDUCATION IN MODERN SOCIETY * 
ERICH LINDEMANN, M.D., Px. D.,? Boston, Mass. 


In this discussion it is my task to describe 
the professional role of the physician, the 
demands that are placed upon him in the 
modern community, and the knowledge, at- 
titudes, and skills which he must have in 
order to live up to these demands. 

Undoubtedly, there is a revolution going 
on in community thinking about problems of 
medical care. To some extent the medical 
profession itself is responsible for this by 
the conquest of communicable disease and the 
reduction of infant mortality, particularly 
since the introduction of antibiotics. Many 
of the causes leading to premature death have 
been removed so that cancer and fatal acci- 
dents, apart from heart disease, remain as 
the most conspicuous killers. The expectation 
of survival for the population has increased 
rapidly and the chronic diseases which do not 
kill, but impose protracted invalidism and 
misery, have become a focus of medical re- 
search and service. Short-term medical care 
for the cure of a specific illness still occupies 
part of the general practitioner’s time, but 
an increasing amount of his energy must be 
devoted to the management of the life of the 
chronically ill. This has inevitably led to 
concerns about the life adjustment of these 
patients and to increasing concerns with the 
adjustment of the other members of the 
family to the sick person in their midst. The 
physician has to learn to deal with these in- 
dividuals as persons with their fears and 
hopes, and with the frustrations of their goals 
imposed by the illness. 

Another demand to deal with human beings 
in terms of their personalities and their inter- 
personal relationships seems to be due to the 
fact that people increasingly turn towards 
the doctor for advice in problems of adjust- 
ment at times of crises and for the solution 
of emotional problems. One of the prepara- 
tory commissions which was set up in con- 


1This and the following article were read as 
discussions of the Academic Lecture, by Dr. John 
C. Whitehorn, at the 108th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 12-16, 1952. 

2 Associate Professor of Mental Health, Harvard 
School of Public Health. 


nection with the Ithaca Conference on Psy- 
chiatric Education undertook an inquiry 
among several thousand citizens of all levels 
of society concerning their feeling as to the 
community needs that they expected to be 
met by physicians, and as to the capabilities 
of present-day doctors to meet these needs. 
There was universal agreement in the an- 
swers that physicians are scientifically com- 
petent, know the physiology of specific ill- 
nesses and are highly skilled even at the 
level of very complicated physical apparatus 
and laboratory procedures. There was equal 
agreement, however, that in general, notwith- 
standing a few shining exceptions, physicians 
do not understand their paticnts as human 
beings, that they do not take the time and do 
not have the skill to discover the load of 
emotional adjustment that the patient is 
carrying, that they have little or no knowl- 
edge about community resources, especially 
social agencies which are available to assist 
in the care of these patients, and that finally, 
they have no skills in working out a plan for 
cooperative work with such agencies. 

All this suggests that the community feels 
justified in carrying to the physician anxie- 
ties, tensions and conflicts in interpersonal 
relationships. It may well be asked whether 
this community demand is justified and 
whether or not such problems should be taken 
to the doctor. In order to answer this ques- 
tion, we shall briefly have to consider the 
sources of social stress in our present society 
and the roles of the various professions con- 
cerned with the needs of individuals in stress. 

The last 50 years of development in the 
western cultural orbit have seen rapid accel- 
eration of industrialization with the concen- 
tration of large masses of population in 
metropolitan centers and a growing differ- 
entiation of urban life from rural life. There 
has been a marked increase in the mobility 
and migration of the population with fre- 
quent rupture of established family and 
friendship ties. Simultaneously with this 
accelerated pace of change, there has been a 
decline of the traditional values presented by 
the church and by the parents in the home. 
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The notion that values are relative rather 
than absolute, that the right code of conduct 
has to be found by each individual and each 
group for the new period in which they 
happen to live, and the growing disregard 
for the authorities upholding traditional val- 
ues have led to a wide sense of uncertainty 
as to what is right conduct and the right 
solution of moral problems. 

Added to this is the growing disregard 
for people of mature age, shrinking oppor- 
tunities for them and a strong wish of each 
younger generation to establish their new 
values and outlook, unencumbered by the 
“old-fashioned point of view” of the parents. 
With the secularization of community life, 
there has come a growing isolation of indi- 
vidual families. The give and take of social 
life, far from being enjoyed for its own 
value, becomes an added battle-field in com- 
petitive social mobility and there is little trust 
in neighbors and people whom one calls 
friends, to confide in them concerning one’s 
problems and to listen to their advice. 

At least one way out of this dilemma for 
many people is turning to a profession known 
for its scientific competence. The doctor rep- 
resents this value as the principal source of 
his authority. Talcott Parsons, a sociologist, 
has recently analyzed the professional roles 
in modern society and has described in some 
detail the role of the doctor vis @ vis his 
patient. In the frame of reference of the 
theory of the structure and functions of 
social systems,® he has appraised the roles of 
various professions and mentioned for the 
physician, in addition to his scientific com- 
petence, that he remains affectionately neu- 
tral and does not get involved with his pa- 
tient. A patient can feel sure that the phy- 
sician will be “objective” about his troubles 
and apply to their solution only the scientific 
insight concerning psychological reactions 
and the solution of interpersonal conflicts. 
He does not introduce his own emotional 
bias, likes or dislikes, and considers the prob- 
lem in terms of the values of the patient, 
rather than of his own values. He guarantees 
the patient privacy and while he requires the 
revelation of intimate aspects of the patient’s 


8 Parsons, Talcott. Essays in Sociological Theory 
Pure and Applied. Free Press, Glencoe, Illinois ; 


1949. 


life and the privilege to examine his body, 
he restricts his inquiries to te problem pre- 
sented for solution and can be discharged 
by the patient when the latter feels he has 
bought all the services he requires. In turn, 
the patient has to be willing to submit to un- 
comfortable procedures, to temporarily give 
up his own direction of his conduct in his 
affairs, accepting the doctor’s advice ‘more 
often than not as a command or a potent in- 
junction. He also is generally assumed by the 
physician to wish to get well and to master 
his problems. Indeed this wish for joint 
mastery of the illness or predicament is the 
core of their contractual relationship. 

In an empirical study making inquiries 
from the physicians in a suburb of Boston 
and also in discussions with numerous indi- 
viduals who came to a “Human Relations 
Service” to ask for help in solving emotional 
problems, some of Parson’s propositions 
served as a guide. It appears that by many 
normal individuals, as well as by the members 
of other professions, the role of the doctor is 
viewed much in the way in which Parsons 
has described it. Furthermore, for many in- 
dividuals, especially the members of the 
middle class of our society, the doctor, and 
particularly the pediatrician, is the preferred 
person to turn to at the time of emotional 
conflicts. 

It became clear, however, that many pa- 
tients in social stress have the impression 
that there is a considerable overlap between 
the role of the physician and the role of the 
clergyman. Indeed where problems of ethics 
and moral conduct are involved, the scientific 
advice which is neutral with reference to all 
values appears insufficient and the depen- 
dence upon the doctor as the expert in human 
relations does not suffice to remove pres- 
sures of feelings of guilt and the wish to be 
forgiven. The conclusion seemed warranted 
that in many situations the human problems 
represented by the patients could basically be 
handled only if there was a mutual under- 
standing between the physicians and the 
clergy. 

In discussion groups with these two pro- 
fessions separately and in joint meetings, 
we arrived at a clarification of the roles in- 
volved. The clergyman, priest or pastor, 
does not claim scientific competence, but his 
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authority derives from a thorough knowl- 
edge of the traditional values that are held 
dear in the culture which he shares with his 
parishioners. He is available at the times of 
the inevitable crises in life which arise from 
the reception of a new child in the family, 
from the transition from boyhood to man- 
hood and girlhood to womanhood, at the 
time of puberty, the transition from the 
family of orientation to the family of pro- 
creation at the time of marriage and at the 
time of meeting death, in terminal illness and 
bereavement. His resources deal with the 
reassertion of shared values and have much 
to do with the support which comes from the 
fellowship of shared values. His skills are 
those of executing the rituals which sym- 
bolically express these values and which 
assure the troubled person of the communion 
with those who have faith in these values. 
He is in a very deep sense a force which 
continuously tries to counteract the growing 
isolation about which so many persons com- 
plain. Numerous church organizations which 
provide opportunities for shared activities 
with the expression of jointly held values are 
designed and often redesigned to give the 
best possible support of the troubled, as well 
as the healthy individual in this context. 

It is perhaps useful at this time to point 
out the evidence from comparative anthro- 
pology,* ° that in many societies there is still 
at present an important overlap of the priest 
function and the healer function in dealing 
in the same manner with evils hitting the 
whole community such as famine, and with 
disease as it strikes individuals or groups. 
The cross-cultural survey which was initiated 
at Yale University has made it possible to 
compare a great many societies, their basic 
modes of operation, including their methods 
of healing ; the rituals designed for the mas- 
tery of evil are related in a meaningful way 
to the basic values and beliefs concerning the 
ultimate nature of evil and illness. 

This kind of information may be helpful 
when trying to clarify the roles of physician 
and clergyman in our society. It is only in 
western society and only during the last 


4 Murdock, George Peter. Social Structure. 
Macmillan, New York, 1949. 

5 Whiting, John, and Childs, Irving. Health and 
Disease in Cross Cultural Perspective. Harvard 
University Press, in press. 


century that the great emphasis given to 
science, technology, neutrality as to values 
and emphasis on proof, has become so im- 
portant. It was part of this development that 
the physician became more and more a spe- 
cialist in physiology and biochemistry and less 
and less a man who has understanding and 
skills in human relations. It seems to be an 
expression of the orientation ot our scientific 
and industrial society that more and more 
people question the authority based on tra- 
dition and the resources based on common 
ritual which the clergymen have to offer. 

It is not surprising that an increasing de- 
mand was made on the physician to supply 
a combination of both roles. Should, there- 
fore, the general practitioner operate also as 
spiritual advisor ? Our answer is no. The two 
roles require basically different value orienta- 
tion, What is needed is a growing acquaint- 
ance of the physician with the scientific as- 
pects of emotional development and of per- 
sonality structure and, beyond that, infor- 
mation gathered by social scientists concern- 
ing the dynamics of interpersonal relation- 
ships, of group formation and disintegration 
and of the emotional stress which goes with 
certain social roles and with the necessity of 
functioning at a special place in a social or- 
ganization. The physician mi :t be informed 
about the structure and function of social in- 
stitutions, about the influence which family 
structure and woik-team organization have 
upon health and illness, how status and role 
are distributed in work-teams in industry, 
in families with the different cultures and 
what the social processes are which are sup- 
portive for the individual and what those 
are which are hazardous for his emotional 
equilibrium. 

With this new knowledge, the physician 
will be an invaluable ally for the persons in 
sickness and emotional stress who try to 
solve their problems of social adjustment, 
and what is of equal importance, will be an 
ally for the clergyman. With a deeper un- 
derstanding of the psychological processes 
involved in his parishioner, which the clergy- 
man gains from his physician, he is more 
likely to make beneficial use of ritual, prayer, 
and spiritual advice to solve a patient’s value 
conflicts. On the other hand, the physician, 
understanding the role of the clergyman, and 
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indeed the role of other professional persons 
such as lawyers, managers and key individ- 
uals in community planning, will be increas- 
ingly accepted as scientific advisor for those 
ills which have to be solved at the community- 
wide level. 

Both the general practitioner and the medi- 
cal man interested in preventive medicine and 
public health, if they have mastered the rap- 
idly growing resources of social science, can 
become potent factors in infiltrating com- 
munity planning for health and welfare. 

With the vision of this exciting new role 
of the general practitioner, medical schools 
might well concern themselves with the most 
effective manner of providing future doctors 
with the knowledge and skills that will equip 
them for their role in the community. It is 
quite clear that psychiatry alone cannot do 
the job. It is true psychiatrists were the first 
to be aware of the social implications of ill- 
ness and emotional stress. Psychiatrists are 
penetrating the services of general hospitals. 
They have done much to develop the skills 
in interviewing and in assessing the immedi- 
ate social situation troubling the patients. 
They have however, been predominantly 
heavily concerned with the one-to-one re- 
lationship of physician to patient and have 
not been able to assimilate and formulate the 
essential knowledge in social psychology, 
sociology, and anthropology, which should 
form the frame of reference for the work of 
the physician of the future. It is my opinion 
that social science will have to be taught like 
other basic sciences in the medical schools 
and must be accepted as of equal importance 
to the young practitioner as his knowledge in 
physiology. It is heartening to know that a 
variety of programs for family care and for 
interdisciplinary work-teams within the hos- 
pitals are first steps in the direction of incor- 
porating social science into the curriculum. 

To summarize: * What then is the special 
contribution of the physician in modern so- 
ciety ? First of all, the physician has a scien- 
tific training and attitude. As a derivative of 
his training, he brings to the patient-physician 

relationship an affectionate and moral neu- 
trality. He does not get involved with the 


6 Whitehorn, John C., et al. Psychiatry in Medi- 
cal Education. American Psychiatric Association, 
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patient emotionally, except insofar as his 
care of the patient is concerned. To restate 
this thought, he controls his indentification 
with the patient so that he may understand 
the patient’s problems objectively. He con- 
tributes insight and sympathetic understand- 
ing without getting involved either as censor 
or judge. The good doctor will try to in- 
crease the patient’s security in an insecure 
world, to increase the patient’s dignity as an 
individual and not a case, and to make him 
feel that it is important to him, the physician, 
that this particular patient return to his place 
in the world. As a result of these unique 
qualities and contributions, the physician 
stands in the community as a special author- 
ity to whom one can go with trust and with 
confidence. 

If he is to merit that position of authority 
the physician must have a certain kind of 
training and a certain orientation. The fol- 
lowing points indicate what may reasonably 
be expected of the physician in meeting 
modern community expectations. 

The physician has been enlightened early 
in his education with working concepts of 
the total human being which is more than its 
component parts. 

He is aware of his obligations to the entire 
family as well as to an individual patient. 

He looks at his patient and his group of 
patients in the frame of their total environ- 
ment, the community. 

He is aware of his own limitations and un- 
derstands and makes use of the functions of 
other agencies and ancillary personnel. 

He recognizes his responsibility as a citizen 
to participate in the civic affairs of the com- 
munity. 

Many activities are now being carried on 
or are in preparation for giving our doctors 
of tomorrow the information needed for the 
role they will be called upon to play—infor- 
mation on the structure of social systems, 
on the problems of cultural biases, on the 
problems of class belongingness, on the prob- 
lems of confidence versus nonconfidence, on 
the problems of various groups and their re- 
lationship to each other. The body of knowl- 
edge which is now being assembled will, it 
is believed, soon become an integral part of 
the education of every physician. 
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THE OTHER HALF OF MEDICINE 


NORMAN CAMERON,? M.D., Mapison, Wisc. 


Dr. Whitehorn has spoken about an im- 
portant split in medicine, that between the 
university and the private institute. As a 
discussant, I find myself in a somewhat awk- 
ward position. During most of each week, I 
am an integra’ part of a university organiza- 
tion, a respectable member of a respectable 
community of professional men and scholars. 
But toward the end of each week, I disappear 
from this community and show up a few 
hours later as a candidate in a private psycho- 
analytic institute. If I were forced to make 
a choice between the two, and were a man of 
independent means, I would find it difficult 
to choose. Because in the 5 universities in 
which I have both learned and taught, I have 
never found a higher level of clinical con- 
ference and seminar than in this private in- 
stitute, nor greater flexibility and freedom 
of expression ; and I have sometimes met, in 
universities and medical schools, both scien- 
tific intolerance and professional incompe- 
tence. But fortunately I do not have to make 
this choice, and unfortunately I am not a 
man of independent means, so I shall con- 
tinue this double life where I can gain in- 
sight into both sides of an important con- 
troversy. 

There is another split in American medi- 
cine that I should like to bring into this dis- 
cussion, the split between town and gown, 
between the market place and the campus. 
Let me begin with a brief digression, and 
speak for a moment about academic philoso- 
phy, because I think it points a moral. The 
philosophy of ancient Greece became most 
vivid and most significant when it dealt with 
the common life, and found its major prob- 
lems in the streets, and the homes, and the 
political meeting places. Since then, when- 
ever it has retired from the community and 
made itself the chief object of its study, phi- 
losophy has lost vitality and meaning. This 


1 This and the preceding article were read as dis- 
cussions of the Academic Lecture by Dr. John C. 
Whitehorn, at the 108th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 12-16, 1952. 

2 From the Department of Neuropsychiatry, Uni- 
versity of Wisconsin. 


has happened many times. Today we are liv- 
ing in an age when philosophers are again 
actively engaged in drawing their really sig- 
nificant materials from the common life 
around them. 

To me, the most remarkable example of 
this movement into life is John Dewey’s 
turning away from the lockstep of the syl- 
logism to develop a logic out of animal ex- 
ploration and pursuit, in the natural animal 
habitat. The solid gains that logic has made, 
through Aristotle and Aquinas down to the 
present, are not annihilated by Dewey. They 
are not even in any sense disparaged. But 
logic is now being liberated from its long 
preoccupation with the form and the machin- 
ery of thought, and returned to the natural 
arena where thought develops and where it 
performs work. You know that analogies 
never walk on all fours ; and this analogy be- 
tween philosophy and medicine is not a per- 
fect introduction to what I am going on to 
say. But it is a good introduction. 

Medicine has just begun to enter upon an 
analogous phase in its development. For 
nearly a century, it has been preoccupied 
with the form and the machinery of man; 
and it has retired from the community, and 
focused upon what could be carried into this 
retirement, the unclothed human body. You 
might call the period from Claude Bernard 
down to the present the era of the internal 
milieu, and the period we are about to enter 
the era of the external milieu. For, just as 
the universities have discovered that the 
campus extends out into the community— 
the state, the nation, and beyond—so medical 
schools and hospitals are discovering that 
their domain reaches out as far as their pa- 
tients’ lives reach, and that etiology, diag- 
nosis, therapy, and prognosis cannot be di- 
vorced from the sick man’s society and his 
culture. 

Everyone knows that we Americans are 
living in a time of widespread social disor- 
ganization, dissociation, and reorganization. 
And the disintegration of a segment of one’s 
community may at any moment become a 
matter of direct practical importance to the 
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medicine being practiced in that area. So 
may current changes in the mores of the 
adolescent peer culture, the rise of a minority 
problem, or a major industrial change. 

One of the vital tasks facing medicine to- 
day is that of redefining the role of the physi- 
cian in American society, and not merely in 
American science. This task, in our rapidly 
changing societal structure, is a continuing 
and an endless one. All that I can do about 
it here is to touch briefly upon one aspect of 
it: the responsibility we have in medical edu- 
cation now for seeing to it that the physi- 
cians of the future understand fully the dy- 
namics of human behavior at all levels—not 
only at the physiological level—to see to it 
that they know thoroughly the dynamics of 
interpersonal relationships, in couples, in 
families, in groups, in formal and informal 
social institutions, in communities of every 
sort. For they need the kind and quality of 
knowledge about the dynamics of American 
community living—its structures and inter- 
actions, its chronic disorders, defects, distor- 
tions, and diseases—I say they need the kind 
and quality of knowledge about these living 
configurations that they are already equipped 
with in relation to the form and the machin- 
ery of the individual human body. 

In medicine, we have come a long way in 
getting to the point where not only psychi- 
atrists, but internists, pediatricians, and sur- 
geons are. becoming alert to personal factors 
in illness, in cnronicity and recovery. But 
this alertness is in itself of questionable value 
as long as we have within the training and 
the traditional thinking of medicine no place 
for the social matrix in which these personal 
factors have developed, and in which they are 
at the moment operating. To cope with per- 
sonal factors, without competence in under- 
standing social dynamics, is like dealing with 
cardiac symptoms when one is ignorant of 
cardiovascular dynamics. I think that actu- 
ally few of us doubt the importance of having 
this background for the practice of medicine. 
The only question is what can be done 
about it? 

One solution in the immediate past has 
been that of delegating the task of under- 
standing the community to social workers 
who have demonstrated their competence in 
this field. But this still leaves the physician 


with insufficient grasp to be able to evaluate 
and intelligently use what the social worker 
brings him. More recently there has de- 
veloped the excellent practice of sending the 
medical student into a real family setting 
where he may experience directly the prop- 
erties of the external milieu. This is cer- 
tainly movement in the right direction; but 
it is only a valiant sortie where we need a 
major action. And, of course, the individual 
patient who is seen in office or clinic can give 
the medical student only a highly personal 
vignette of the social matrix from which he 


brings his illness. No one can reconstruct 


human society by combining pictures such as 
these. 

I think we have to face the fact that physi- 
cians of the immediate future must be trained 
in the social sciences, as they have been in the 
physiological and chemical sciences. This 
does not mean simply adding 2 or 3 courses 
in social science to the required premedical 
curriculum ; and it does not mean simply ex- 
posing medical students to a series of talks 
by social scientists. As for the first, every- 
one knows that the quality, depth, and in- 
tensity of premedical work are rarely, if ever, 
comparable with corresponding work in the 
medical school. That is why anatomy, physi- 
ology, and bacteriology, for example, are 
never delegated to college biology depart- 
ments, where they logically belong. For the 
second, we all know that the addition of lec- 
tures, delivered by outside speakers, to the 
medical curriculum rarely, if ever, influences 
the basic thinking or increases the compe- 
tence of medical students. 

There are no insuperable difficulties in the 
way of meeting the urgent need of contem- 
porary medicine for including human inter- 
actions and the properties of human society 
and culture in the training of physicians. 
Over the past 50 years a large and systema- 
tized body of immediately useful knowledge 
has been evolved out of innumerable studies 
in the social sciences—through empirical, 
controlled observation, laboratory experi- 
ment, and field work, carried out by both 
medical and nonmedical men. New investi- 
gative techniques have been perfected, ap- 
propriate to the materials and problems in 
these areas, that are as different from the 
anecdote, folklore, and prejudice of the man 
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in the street as contemporary techniques of 
treating pneumonia are from the use of anti- 
phlogistine. Both the organized, scientific 
knowledge and the modern techniques can be 
made accessible to the medical profession 
today. The physician who has only his in- 
cidental and unorganized knowledge of hu- 
man interbehavior and social dynamics to 
rely upon must work in a considerable area 
of modern medicine with the information 
and methods of 50 years ago. 

The major problems in implementing the 
proposal that physicians be prepared to treat 
their patients as interacting organisms be- 
longing in a complex human habitat are, of 
course, those of (a) organizing the available 
materials and methods so that they can be 
integrated into medical school curricula, (5) 
mapping out the details of this integration 
and the strategy involved in making it accept- 
able to medical students and faculty, and 
(c) enlisting competent medical and social 
science personnel to work together as an or- 
ganic part of the medical school structure, 
not as embroidery or a fringe. I have 
sketched elsewhere * an outline of the ma- 
terials and methods that I think should be 
included in such a revision of the medical 
school curriculum ; and I have there indicated 
some possible solutions to the practical dif- 
ficulties in the way. Neither this sketchy 
outline nor any other paper plan, of course, 
can be a final solution of our problem. The 
final solution must be worked out in that very 
special field of human interaction and social 
dynamics that we call the medical school; 
and it must have its many trial runs and 
test flights in the larger, more realistic sphere 
of medical practice. 

But there is nothing in the situation fun- 
damentally different from that which medi- 
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sonality in the training of physicians. Chapter 5 
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cine has faced, and successfully met, during 
the past hundred years—I mean its integra- 
tion of what are now its basic medical sciences 
into the living body of physiological medi- 
cine. Few of us realize that 75 years ago 
there was not one major laboratory of medi- 
cal physiology in America ; and of course the 
establishment of bacteriology as a major pre- 
clinical science is much more recent than that 
in most medical school curricula. The solu- 
tions worked out by these sciences, of bring- 
ing in the knowledge, techniques, and per- 
sonnel from biology, of getting medical men 
trained in the methods and thinking of mod- 
ern biological sciences, and of gradually as- 
similating the whole to the parent science of 
medicine—these are essentially the kinds of 
solutions that will eventually bring the other 
half of medicine, its personal, social, and cul- 
tural half, into an effective relationship with 
the present magnificent science of the individ- 
ual human body, which comprises most of 
the recognized science of medicine. 

I shall sum up what I have said in a few 
words. (1) We need a wholesale revision 
of medical education to include the social 
sciences, on a large and comprehensive scale, 
within the body of medicine where they be- 
long. (2) The scientific materials and meth- 
ods are easily accessible ; they need only re- 
organization to fit them for the specific needs 
of medicine. (3) Personnel can be obtained 
from medical men trained in social sciences, 
and from social scientists who are already at 
home in medical situations. (4) The further 
development of medical social sciences and 
of personnel to carry out this development 
involves problems no different from, and 
probably less difficult than, those solved while 
the physiological and.chemical sciences were 
being integrated with the medical curricula 
during the past 75 years. (5) The sciences 
of human interbehavior and social dynamics 
comprise the neglected but inescapable other 
half of medicine. 
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ZIGMOND M. LEBENSOHN, M.D., Wasurncron, D.C. 


The slumbering suspicion shared by many 
psychiatrists that all was not well with our 
efforts to achieve a closer rapport between 
psychiatry and the law received sobering 
confirmation 2 years ago in the well-docu- 
mented survey of Louisville, Kentucky. This 
public opinion analysis prepared by Elmo 
Roper for the City of Louisville and Collier’s 
Magazine(1) was based on facts gathered in 
over 4,000 interviews and covering one out 
of every 90 citizens. Aiding in the survey 
was a committee consisting of Dr. William 
K. Keller and Dr. John Spiegel (both Fel- 
lows of this Association), Doctors Julian 
Woodward and Lawrence Frank, sociolo- 
gists, Mayor Charles Farnsley of Louisville, 
and Albert Q. Maisel, writer. 

Mr. Maisel, in his article in Collier’s for 
May 12, 1951, based on this survey, states 
the problem succinctly (2) : 

Throughout the survey, physicians, clergymen 
and teachers showed themselves to be in far closer 
accord with modern psychiatric methods than did 
the lawyers. Only in the legal profession was there 


found to be a relatively large measure of distrust 
of psychiatry. 


He goes on to cite specific examples of this 
distrust and misunderstanding based on the 
answers obtained in the survey. 


Nearly 25 percent of the lawyers proposed puni- 
tive treatment for the juvenile delinquent in prefer- 
ence to either psychiatric attention or the change of 
environment he would get by joining a boys’ club. 
More than 40 percent of them voted against the 
proposition that it is worthwhile to get a psy- 
chiatrist’s help when someone begins to act 
strangely. More than two-thirds of them endorsed 
secrecy about family mental illness. They departed 
from the general pattern on such other points as 
the charge that mental patients were maltreated 
and the question about the experts’ ability to agree 
on a psychiatric diagnosis. 


If these findings have any general validity 
(and I am afraid they do) it seems of vital 
importance to analyze carefully the probable 
causes for misunderstanding between the 
two professions and suggest means of elimi- 
nating the differences. 


1 Read in the Section on Legal Aspects of Psy- 


chiatry at the 108th annual meeting of The Ameri- 


can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 


96 


As is so often the case in friction between 
ancillary disciplines, one of the primary 
causes is lack of adequate and reliable infor- 
mation among both psychiatrists and lawyers 
concerning the function and objectives of 
their respective professions. Most medical 
schools provide grossly inadequate training 
in medicolegal relationships, neglecting espe- 
cially the responsibilities of the physician to 
the courts and to the community. In most 
internships this important area continues to 
be neglected unless the hapless intern is hailed 
into court to testify. He then receives hur- 
ried coaching from the attorney involved 
but learns little of value from the experience. 
During the 3 years of specialty training very 
little emphasis is placed on the need for 
better understanding between psychiatry and 
the law. The psychiatric resident is often 
left to his own resources to pick up snatches 
of information here and there in a rather dis- 
organized manner. If he is fortunate enough 
to be on the staff of a large psychiatric 
hospital, he may occasionally give psychiatric 
testimony in court. But he finds that this 
experience is generally regarded as an un- 
avoidable nuisance by his colleagues, and he 
soon acquires an abiding distaste for legal 
matters. At the completion of his specialty 
training, the young psychiatrist may find 
himself well equipped to treat patients in 
either office or hospital, but is still unprepared 
to cope with a problem in lega! psychiatry 
with any feeling of competence. As a result, 
he tries to avoid contacts with lawyers or 
the courts in his professional work. The 
uncertainties of psychiatric practice being 
what they are, he is sure to meet with one 
or both before long. When this occurs his 
lack of information makes him so defensive 
a participant that he is rarely capable of 
proper service to his patient or to his pro- 
fession. It is even fairly common for him 
to remain ignorant of the commitment pro- 
cedures in his own jurisdiction. 

The situation in most law schools is no 
better. Most law students graduate without 
the foggiest notion of the scope and ob- 
jectives of modern psychiatry. They may 
have had a few sessions in forensic psychi- 
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atry, a lecture or two in their courses in 
family law, and a hurried tour of the nearest 
state hospital crowded into an already over- 
crowded curriculum. Only one law school ? 
was discovered that offered a special course 
in psychiatry and the law, covering 30 hours 
and taught by competent psychiatrists. Be- 
cause of inadequate information many young 
lawyers emerge from law school with the 
following conflicting stereotypes concerning 
psychiatrists. They tend to regard them as 
rather “queer” people who either (a) over- 
extend themselves to keep allegedly guilty 
individuals out of prison on grounds of men- 
tal illness, or (b) conspire in keeping patients 
indefinitely in mental hospitals against their 
will. 

What are some of the lawyers’ complaints 
regarding psychiatry ? Many lawyers express 
frank cynicism regarding the quality of psy- 
chiatric testimony found in the courts today 
and many judges privately share in this im- 
pression. While no one objects to an honest 
difference of opinion, most intelligent lay- 
men recoil from the “battles of the experts,” 
which often turn many serious courtroom 
procedures into undignified spectacles. No 
one gains by such a display, least of all the 
2 professions concerned. Lawyers often com- 
plain that most psychiatrists in giving testi- 
mony are either too vague, complex, wordy, 
or unintelligible. Sometimes they pursue the 
opposite extreme and “talk down” to the 
jury or try to teach them a lesson in elemen- 
tary psychiatry. Both extremes create more 
resentment than enlightenment. Another fre- 
quently voiced complaint is that psychiatry 
is still such a new field that it is possible to 
find psychiatric testimony to support almost 
any point of view if the search is sufficiently 
diligent and the emoluments sufficiently at- 
tractive. Furthermore, the lawyers state that 
it is next to impossible to get a straightfor- 
ward “yes or no” answer from a psychiatrist 
and that the qualifications and modifications 
that are added tend to confuse the court. 

These complaints strongly suggest that 
there is something wrong with the level of 
psychiatric testimony as found in the courts 
of today. Why should this be so? Part of 
the answer lies in the present critical shortage 
of psychiatrists and the keen competition by 


? National Law School, Washington, D. C. 


the varicus fields within psychiatry to attract 
the top men. It is common knowledge that 
the best qualified men with the most compre- 
hensive training tend to go into private prac- 
tice of psychotherapy rather than court work. 
These are the very men who could be most 
useful in bringing about a closer relationship 
between psychiatry and the law. 

The average psychotherapist finds court- 
room work alien to his training and experi- 
ence. In his consulting room the psychiatrist 
is secure and feels “in charge” of the situa- 
tion. In the courtroom the same psychiatrist 
is asked to spell out his opinions in non- 
technical language and this demand fre- 
quently makes him feel insecure and defen- 
sive. Another reason many psychotherapists 
shy clear of court appearances is the amount 
of time required, not only in waiting to 
testify, but also to perform a conscientious 
and thorough examination. Rarely do the 
practical limitations of time and funds pro- 
vide opportunity for the careful study on 
which good psychiatric testimony depends. 
Moreover, many therapists feel that loss of 
their anonymity and newspaper publicity 
usually connected with court work combine 
to impair seriously their effectiveness with 
other patients under their care. Perhaps 
these factors help explain the frequent ob- 
servation that “even among the psychiatrists 
[there is] more of a tendency to grumble 
about the courts than to apply their psychi- 
atric insights to themselves with a view to 
improving their own impact upon the courts 
and society” (3). 

Many psychiatrists and lawyers who are 
otherwise in agreement still contend that 
there is an irreconcilable conflict between 
psychiatry and the law in their fundamental 
philosophies and aims. Viewed superficially, 
this appears to be true. The psychiatrist is 
primarily interested in the study and treat- 
ment of his patient. Whether this involves 
legal action of any kind is to him of second- 
ary interest. The lawyer, as advocate, is 
primarily interested in winning his case, even 
if his legal triumph may terminate in a psy- 
chiatric catastrophe. 

As responsible and enlightened members 
of society, however, psychiatrists and lawyers 
have this in common: they are both deeply 
interested in the administration of justice 
and the preservation of social order. Con- 
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trary to the popular stereotype, the modern 
psychiatrist is not an advocate of uncon- 
trolled emotional license. Indeed, he recog- 
nizes all too clearly the need for well-reg- 
ulated controls in harmony with both the 
internal laws that govern personality function 
and the external laws of the land. 

Another troublesome conflict is the need 
of the lawyer to view all things as either 
black or white. In the lawyer’s eyes the pa- 
tient is either right or wrong, sane or insane, 
responsible or not responsible, and he con- 
ducts his case accordingly. The psychiatrist, 
however, is trained to look on varieties of 
human behavior as a series of infinite grada- 
tions from the “normal” to the grossly ab- 
normal, from robust health to disabling 
disease. Hence even the well-trained psy- 
chiatrist often resents the efforts of counsel 
to pin him down to “yes or no” answers and 
qualifies his replies in an effort to present 
the facts as he sees them. In turn the lawyer 
misinterprets these qualifications as attempts 
at evasion and counters by labelling the testi- 
fying psychiatrist “uncooperative.” 

The generally accepted legal attitude on 
this vexing problem is eloquently stated by 
Judge Thurman Arnold speaking for the 
court in Holloway v. United States(4) : 

And so it is that when psychiatrists attempt on 
the witness stand to reconcile the therapeutic stand- 
ards of their own art with the moral judgment of 
the criminal law they become confused. Thus it is 
common to find groups of distinguished scientists 
of the mind testifying on both sides and in all 
directions with positiveness and conviction. This 
is not because they are unreliable or because those 
who testify on one side are more skillful or learned 
than those who testify on the other. It is rather 
because to the psychiatrist mental cases are a 
series of imperceptible gradations from the mild 
psychopath to the extreme psychotic, whereas 
criminal law allows for no gradations. It requires 
a final decisive moral judgment of the culpability 
of the accused. For the purposes of conviction 
there is no twilight zone between abnormality and 


insanity. An offender is wholly sane or wholly 
insane. 


Psychiatrists may take some comfort, how- 
ever, in the words of the late Mr. Justice 
Murphy delivered in a dissenting opinion 
(Mr. Justice Frankfurter and Mr. Justice 
Rutledge concurring), in Fisher v. United 
States(5): 


The existence of general mental impairment or 
partial insanity, is a scientifically established fact. 


There is no absolute or clear-cut dichotomous 
division of the inhabitants of this world into the 
sane and the insane. “Between the two extremes of 
‘sanity’ and ‘insanity’ lies every shade of disordered 
or deficient mental condition, grading imperceptibly 
one into another.” Weihofen. “Partial Insanity 
and Criminal Intent.” 24 Ill. L. Rev. 505, 508. 


Mr. Justice Murphy goes on to remark: 


Moreover these claims, whatever their merit, 
afford a rare opportunity to explore some of the 
frontiers of the criminal law, frontiers that are 
slowly but undeniably expanding under impact of 
our increasing knowledge of psychology and 
psychiatry. 


Still another source of misunderstanding 
lies in the fact that psychiatry, in common 
with all scientific thought, is firmly founded 
on the principle of determinism. Lawyers 
in general take a dim and distrustful view 
of determinism in both theory and practice. 
This concern is frankly voiced in a Report 
of the Special Committee of the American 
Bar Association on the Rights of the Men- 
tally : 


The widespread and apparently increasing ac- 
ceptance by physicians of the assumptions, hypoth- 
eses, and postulates involved in the psychoanalytic 
doctrine, sometimes referred to as the Freudian 
theory, calls for careful consideration. Space and 
time would not permit a discussion here of the 
medico-legal relations of psychoanalysis even if 
the committee were qualified to discuss them to 
advantage. So far as your committee can discover, 
however, the doctrines of psychoanalysis tend to- 
ward determinism; free will does not exist but 
human conduct is or may be determined in any 
given case by long past events in the life of the 
individual, the very memory of which has long 
passed from his mind and the significance of which 
he may not have recognized even at the time of 
their occurrence. Unless there is a reversal in the 
trend of the development and exploitation of psy- 
choanalysis as a means of diagnosis and treatment, 
the courts will be called on sooner or later to 
determine whether it is or is not an established 
science or art, recognized as such by a sufficient 
number of persons conversant with it and qualified 
in mental science to evaluate it, to justify the admis- 
sion of the testimony of psychoanalysts as to the 
mental capacity of a party to a '-gal proceeding 
before the court, to make a will or a contract, or to 
marry, or to be responsible for a tort or a crime, or 
to hold office or perform any other civic function. 
By an adequate inquiry into the medico-legal rela- 
tions of psychoanalysis, this committee should be 
able to contribute substantially toward the work 
of the courts when the inevitable problems under 
this relatively new doctrine are cast upon them. 
The possibility of such a study by this committee, 
assured as it already is of the cooperation of the 
outstanding national medical and psychiatric organ- 
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izations of this country, would alone justify the 
support of the committee’s work by the American 
Bar Association and other organizations qualified 
to afford such support. 


The above statement quoted by Knight in 
his comprehensive paper on “Determinism, 
‘Freedom,’ and Psychotherapy,” elicited the 
following provocative comment (7) : 


While it might be said that it is unfair to single 
out the psychoanalysts as the supposedly lone up- 
holders of a doctrine of determinism which is a basic 
presupposition of all science, and somewhat nzive 
to view psychological determinism as a newly 
arising psychoanalytic threat to justice in the courts, 
nevertheless the concern of the committee of lawyers 
is a genuine one. They fear that the deterministic 
view implies an encouragement to irresponsibility, 
and that crimes will go unpunished and criminals 
unconvicted if the culprits can be successfully 
defended on the basis that they could not help 
doing what they did. They wonder how it can be 
decided which human acts are “free” and therefore 
punishable, and which acts are “determined” and 
therefore unpunishable. The gap between scientific 
psychiatry and the administration of justice in the 
courts is becoming narrower, but it will never be 
closed until this crucial issue of determinism in 
human conduct is understood from both sides. The 
burden of intelligent exposition and application of 
the concept of determinism rests on the psychi- 
atrists. 

.... The divergence in views between law and 
psychiatry—or psychoanalysis, as the Bar Associ- 
ation’s committee would have it—is not over the 
question of responsibility, for both law and psy- 
chiatry would assume individual, personal respon- 
sibility. The divergence is over the question of 
what should be done with those whose unlawful acts 
indicate that their sense of personal and social 
responsibility is insufficient to hold their behavior 
within the law 


Knight goes on to demonstrate in clear 
and lucid manner that the paradox is more 
apparent than real, that even the most rigid 
adherence to the principle of determinism if 
thoroughly understood is never a threat to 
“freedom of will,” freedom of choice, or to 
the proper administration of justice. Knight’s 
paper should be required reading in any 
course on the fundamental interrelationships 
between psychiatry and law. 

So much has been said about the so-called 
“differences” between psychiatry and law 
that it is high time a word was said about 
the similarities. Psychiatrists and lawyers 
have one thing in common: they both deal 
with people in trouble. The psychiatrist’s 
patient has come in conflict with the inexo- 
rable laws governing personality function ; 


the lawyer’s client has run afoul the man- 
made laws that govern social behavior. The 
difficulty arises when these 2 phenomena 
occur in one and the same person. 

Further similarities have been well stated 
in a recent editorial by Fortas on “The Legal 
Interview” (8) : 

.... This interview is often of supreme im- 
portance. The lawyer decides to accept the re- 
tainer or not; he begins the collection of facts; he 
begins to formulate strategy and procedure; and, 
perhaps most important of all, the lawyer’s mind 
forms impressions and his client’s attitudes are 
influenced, sometimes beyond the possibility of 
fundamental change. 

The lawyer’s task in the initial interview is 
exceedingly complex. He must ascertain the facts 
which are relevant to the problem, and frequently 
the most difficult part of this task is clearly to 
apprehend and particularize the problem—to sepa- 
rate the essential from the peripheral, the relevant 
from the unimportant. He must obtain the client’s 
confidence, and he must assume control of the 
client’s conduct with respect to the matter involved. 
He must be a therapist of a sort. If the client is 
unduly alarmed, he must moderate his fears. If the 
client is unduly aggressive, he must restrain him. 
And he must at least begin the task of preparing 
the client to perform as a witness—one of the 
most subtle and complex undertakings in the 
practice of the legal art. 


The similarity to the initial psychiatric 
interview is striking and the implications are 
of far-reaching importance to both psychi- 
atry and the law. 

It is not the purpose of this paper to imply 
that nothing has been done toward the solu- 
tion of this problem. On the contrary, a 
great deal of thought and work has already 
been dedicated to this task by psychiatrists, 
lawyers, and judges, individually and in 
groups. The American Bar Association ap- 
pointed a special committee on the Rights of 
the Mentally Ill in 1945. Although this com- 
mittee is still in existence it remained most 
active from 1945-1948, during which time it 
made vigorous but unsuccessful attempts to 
secure financial support for a proposed 3- 
year study project(6). The American Psy- 
chiatric Association through its Section on 
Legal Aspects of Psychiatry has continu- 
ously addressed itself to the problem. The 
Group for the Advancement of Psychiatry 
has published the work of its Committee on 
Legal Psychiatry and has further reports in 
progress(g). A few of the law schools are 
offering courses in psychiatry, and the 
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Washington School of Psychiatry has en- 
couraged the postgraduate participation of 
lawyers in some of its courses. 

But the above list of projects, admittedly 
incomplete, is still insufficient to do the task. 
As Lasswell has pointed out (3) : 

.... Actually, the problem here is a research 
problem in the sense that we need to publish in our 
law journals the results of investigations that en- 
rich the material available to the profession. Not 
only are the journal articles read, but they are 
snapped up for citations and excerpting in casebooks 
and textbooks. 

A great obstruction at the present time is that 
there is no proper provision made for research on 
legal and social behavior in connection with our 
law schools. What is needed is a series of research 
centers devoted to special fields and well enough 
financed to provide from three to five years of 
post-degree research opportunities for able young 
men and women. As matters stand today, a bright 
graduate goes directly into practice or teaching; 
there is no “ladder up” in the profession for the 
man who wants to establish himself as a serious 
expert in the relationship between law and other 
special fields of knowledge, such as psychiatry. 
In the modern law schools it has been common to 
talk about law and the social sciences for at least 
25 years. Both the research and teaching results 
have been negligible because of the institutional 
failure to provide a trail of inducements making it 
worth the while of able students to go beyond the 
stage of making “stimulating, inspiring and pro- 
vocative” remarks. 


What may safely be added in this connec- 
tion is that any significant research on this 
highly complex field must of necessity be a 
multidisciplinary approach. For either a 
psychiatric or a legal organization to tackle 
such a problem on its own (even with con- 
sultative advice) would hardly be worth the 
effort. 

Certainly there is a need for greater 
emphasis on the teaching of legal principles 
in medical schools and throughout psychi- 
atric training, just as there is a crying need 
to permeate the teaching of law with the 
insights of psychiatry. The whole problem 
of student selection requires considerable 
study and re-evaluation. Visits by law stu- 
dents to hospitals and institutions, although 
time-consuming, are well worth the effort 
if properly conducted. Lasswell suggests 
the use of specially designed training films 
to help in this task in both the law schools 
and medical schools(3). More courses, con- 
ferences, and seminars conducted by quali- 
fied psychiatrists should be offered. In view 


of the crowded law school curriculum fur- 
ther thought should perhaps be directed to- 
ward extending the courses from 3 to 4 
years. Greater emphasis should be laid on 
legal aspects of psychiatry by the American 
Board of Psychiatry and Neurology in their 
certifying examinations. All efforts should 
have as a common objective the elimination 
of the so-called incompatibilities between law 
and psychiatry. 

Great strides have been made toward the 
simplification, humanization, and standardi- 
zation of commitment procedures. These 
have been recently crystallized in the form 
of “A Draft Act Governing Hospitalization 
of the Mentally Ill” prepared by the National 
Institute of Mental Health, Public Health 
Service, and the Office of the General Coun- 
sel of the Federal Security Agency(10). 
The objectives of the Act as stated by the 
Federal Security Administrator are to pro- 
vide the mentally ill with “first, maximum 
opportunity for prompt medical care ; second, 
protection against emotionally harmful or 
degrading treatment; and third, protection 
against wrongful confinement and depriva- 
tion of rights.” No thoughtful psychiatrist 
or lawyer could possibly take exception to 
these laudable objectives. It is now hoped 
that these principles will be generally adopted 
by states contemplating revision of existing 
statutes in this field. 

In order to help eliminate the banal 
spectacle of the “battle of the experts,” there 
should be even greater use of the full-time 
court psychiatrist. Adequate funds must be 
made available to the courts to attract the 
most qualified professional personnel for 
this important function. 

The commission method of examination 
such as exists in the District of Columbia 
needs to be utilized to an even greater degree. 
The courts are usually eager to make use of 
such instruments when they are available. 
Careful judges are becoming less willing to 
assume responsibility for the discharge of a 
mentally ill person upon the testimony of a 
single expert. In De Marcos v. Overholser, 
Judge Arnold, speaking for the court, 
stated(11): 

It follows that a fair trial cannot be given in a 
case like this unless the court is permitted to avail 
itself of every opportunity which the law allows 
to consult scientific experts. No funds are provided 
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to employ private psychiatrists to examine the 
petitioner and the court has no power te command 
their professional services. If, therefore, the statute 
establishing the Commission on Mental Health 
permits the court to resort to the expert opinions of 
that body, it ought to be prompt to exercise that 
right when in a proper case it is requested to do so. 


In highly controversial cases, every effort 
should be made to have psychiatric examina- 
tions made at the same time in the presence 
of impartial recorders. This procedure, if 
permitted and followed, would do much to 
promote the spirit of honest scientific inquiry, 
without in any way preventing the expres- 
sion of an honest difference of opinion. 
Furthermore, it would have the great ad- 
vantage of simultaneously protecting the 
rights of the patient, upholding the dignity of 
the court, and maintaining the professional 
integrity of the testifying psychiatrists. 

The critical and far-reaching importance 
of improving relationships between psychi- 
atrists and the lawyers is clearly stated by 
Maisel in his review of the Louisville 
study (2) : 

The viewpoint of the lawyers is worth special 
consideration because they stand in a position of 
vital importance regarding future improvements 
in our mental hospitals. Lawyers constitute the 
vast majority of our state legislators and municipal 
and state administrators, the individuals who must 
plan our mental hospitals and vote ‘the money to 
support them. Until a greater acceptance of the 
value of psychiatry is inculcated in the legal pro- 
fession, progress in improving our mental-treat- 
ment facilities may be slowed. 


In summary, it is the thesis of this paper 
that there is no fundamental conflict between 
psychiatry and the law. Only between psy- 
chiatrists and lawyers does the conflict per- 


sist. The chief cause for the mutual distrust 
and suspicion lies in ignorance of each other’s 
functions, objectives, and basic philosophy. 
The remedy lies in increased research and 
ever-widening dissemination of knowledge. 

If our joint ettorts are successful we may 
be able to paraphrase the words of Claude 
Bernard(12): 


Some time, he hoped, the day would arrive when 
the physiologist, the philosopher, and the poet [and, 
may we add, the psychiatrist and lawyer] would 
talk the same language and understand each other. 
Then a dynamic medicine would arise. 
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PSYCHIATRIC VALUES IN A NEW METHOD OF MEDICAL 
EDUCATION? 


KENNETH E. APPEL, M.D., JOHN McK. MITCHELL, M.D., ano WILLIAM T. LHAMON, M.D. 
PHILADELPHIA, Pa. 


“Let the main objective of this, 
our didactic, be as follow_: 

To seek and find a method of 
instruction, by which teachers 
may teach less, but learners may 
learn more.” 

Great Didactic of Comenius ? 


Medical education must be continuously 
under scrutiny and reorganization, if it is 
to fulfill its proper function. Every thought- 
ful medical educator recognizes that today 
it has certain major deficiencies that have 
developed concomitantly witl: the increasing 
complexity of medical knowledge and the 
growth of medical specialties. Among these 
fuults is the arbitrary segregation of the 
student in laboratory, library, and lecture 
hall for the first 2 years of the medical 
course, which all too often has served to 
dehumanize him. This experience is fol- 


lowed by 2 years in the highly specialized 
clinics and services of a teaching hospital, 
which has further compartmentalized his 
knowledge. This sequence of events has in- 
terfered with the student’s understanding 
of the individual as a whole and with his 
appreciation and evaluation of personal and 


interpersonal experiences and _ feelings, 
which are so important in the practice of 
medicine. 

Solution of the problem thus created pre- 
sents a strong challenge to the medical 
teacher, especially to the psychiatrist who is 
the logical proponent of treating the patient 
- as a person. Therefore, any new approach 
that will convincingly impress the student 
with the importance of emotions and per- 
sonal relationships in the health and wel- 
fare of the patient is worthy of exploration 
and study. 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the School of Medicine, University of 
Pennsylvania. 

2 Quoted by Cockerill, E. E. A Social Worker 
Looks at Medical Education. Jn Education for 
Professional Responsibility. Carnegie Press, 1948. 
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During the past 3 years, there has been 
developed a course in the School of Medicine 
of the University of Pennsylvania that we 
believe does bring these factors to the atten- 
tion of the student in a manner that effec- 
tively demonstrates their importance. This 
course, which is known as the “Family 
Health Advisor Service,” has proven to pre- 
sent some special advantages from the stand- 
point of psychiatric teaching, which will be 
discussed in this paper. 


DEVELOPMENT OF THE COURSE 


This family advisor project began in the 
autumn of 1949 as an optional course limited 
to a small group of students for its first trial 
year. It was based directly upon a plan 
suggested by Dr. Kenneth E. Appel, Pro- 
fessor of Psychiatry, and introduced into 
the curriculum as a Dean’s Course by Dr. 
John McK. Mitchell. In April, 1950, the 
Department of Public Health and Preven- 
tive Medicine, under the Chairmanship of 
Dr. John P. Hubbard, was made responsible 
for the organization and administration of 
the program. The experiences of the first 
2 exploratory years and some of the values 
apparent in this teaching program have been 
reviewed in a preliminary report.’ As the 
plan has unfolded, it has received the gen- 
erous support of the Commonwealth Fund 
and continues under the joint auspices of 
the Department of Public Health and Pre- 


3From the outset, the students received close 
supervision from Dr. Arthur M. Rogers, who holds 
joint appointment as Assistant Professor in the 
departments of Medicine and Preventive Medicine, 
and Miss Mary L. Poole, who is Associate Pro- 
fessor of Preventive Medicine and Director of the 
Social Service Department of the Hospital of the 
University of Pennsylvania. Most of the early 
success of the course was the result of their interest 
and appreciation of its deeper implications. The 
faculty team now also includes Dr. William T. 
Lhamon, Associate Professor of Psychiatry, Dr. 
Katharine O’S. Elsom, Assistant Professor of Pre- 
ventive Medicine, and Miss Elinor Steel, Instruc- 
tor in Social and Environmental Medicine. 


“a 
; 
‘ 
| 
| | 
|: 
« 


1952] K. E. APPEL, J. McK. MITCHELL AND W. L. LHAMON 103 


ventive Medicine and the Department of 
Psychiatry. 

Although the number of students in the 
program has been increased gradually, it 
has never met the requests for admission. 
The original 15 with whom the program 
started in 1949 are now in their third year. 
In the second year of the project, during 
the academic year 1950-51, 25 students 
from the entering first-year class also be- 
came Family Advisors. In the autumn of 
1951, an additional 40 students were added, 
making a total of 80 in the plan during 
1951-52. In the fall of 1952 it is anticipated 
that a still larger proportion of the entering 
class will be accepted for the course. 


MECHANICS OF THE COURSE 


The essence of the program is the assign- 
ment to a student of a family, one or more 
of whose members have had contact with 
the outpatient or inpatient services of the 
University Hospital. The student becomes 
the Advisor for that family at the beginning 
of his first year in medical school and con- 
tinues in this capacity throughout the 4 years 
of his medical school course. In the selec- 
tion of families every effort is made to 
provide a wide distribution of medical, so- 
cial, and economic problems, as well as some 
families who are “well” and whose only 
contact has been for obstetrical care. 

The plan is described and interpreted to 
the families by the social worker in consid- 
erable detail. It is pointed out that if the 
Service is accepted, there will be advantages 
in continuity of contact with the hospital 
and clinics through the Family Health Ad- 
visor. The students are introduced as “doc- 
tors in training,” and it is explained that 
they will not prescribe treatment but will 
help in coordinating mecical care through 
arrangements for clinic appointments and 
other administrative details. Participation 
in this plan by the family is wholly volun- 
tary. 

The first meeting between students and 
their families usually takes place when some 
member of the family visits a clinic or is hos- 
pitalized. Occasivnally, however, students 
arrange an appointment by telephone and 
meet the family at their home. Students 
visit their families about once each month, 


more often in the event of illness or health 
problems. They meet with faculty advisors 
once a month in small seminar groups, and 
once each month large meetings, at which 
guest speakers discuss informally a variety 
of topics, are held for the entire group. 
These topics include emotional development 
of children, the general care of their health, 
nutrition requirements of the family, and 
community health services. Faculty ad- 
visors make a point of being accessible at 
all times to students needing additional or 
emergency advice concerning their families. 

Section meetings with the students are 
held monthly by Dr. Lhamon of the De- 
partment of Psychiatry, Dr. Arthur Rogers, 
an internist, and one of the social workers. 
At these meetings the students report briefly 
on their families, noting developments since 
their previous report and freely bringing up 
problems or questions. There is active dis- 
cussion in most cases with full participation 
by the students, as well as the professional 
team. No requirements are made as to fre- 
quency of visits nor outlines formulated for 
the collection of information. The reports 
of the students and discussions between 
students and instructors are spontaneous 
and informal. While this lack of an ordered 
plan and required procedure has certain 
handicaps, it has the advantage of stimula- 
ting curiosity and spontaneity, of placing 
responsibility with the students, and of 
fostering a realistic, motivated, and mean- 
ingful approach to the learning experience. 
Interests of individual students can be as- 
certained in such section work and that as- 
pect of his family that enmeshes with the 
student’s interest can then be explored and 
developed. 

While no quantitative statement can be 
made, it is the general impression that at 
least 50% of the questions raised by the 
current first-year student group have been 
questions referring to emotional and psy- 
chological problems within their families. 


THE COURSE AS AN INTEGRATING FACTOR 


From an educational standpoint, one of 
the valuable features of this course is the 
fact that it introduces the student to family 
and personal problems before he has begun 
to think in terms of disease entities or di- 
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agnosis and treatment by body systems. He 
is working in a community and home envi- 
ronment where attention is focused on the 
person, rather than upon a diseased organ 
or some special medical treatment. Thus, 
when the student is confronted by ‘a sick 


patient, he will almost inevitably be more. 


mindful of the effect of personal and fam- 
ilial factors than will his confrere who lacks 
this type of experience. 

Integration in this sort of teaching in- 
cludes not only the different specialties in 
the hospital but also various health agencies 
in the community. It includes the school 
and the whole environment of the family, 
socially and economically. This broadened 
scope of awareness, this greater inclusive- 
ness of approach has been helpful to the in- 
tructors, as well as to the students. Some- 
times the problems discovered by the Family 
Advisor have resulted in improvement in 
hospital and clinic care. Thus, a Family 
Advisor objected when one of his patients 
was discharged from the hospital without 
adequate rehabilitation plans. On another 
occasion, a Family Advisor was instru- 
mental in providing referral to a cardiac 
clinic, which resulted in a successful mitral 
valvulotomy for one of his patients who 
had been attending a different clinic for 
other reasons. Another student pointed out 
that his family was seriously concerned over 
the reading difficulties of one of the children. 
Remedial reading instruction was arranged 
and it resulted in a marked general improve- 
ment in the emotional health of the family. 
When a member of the family requires hos- 
pitalization, the Family Advisor follows the 
case after discharge through any necessary 
follow-up visits to outpatient clinics or sup- 
porting services. He acts as a coordinator 
between patient, home, and hospital. Such 
an experience for the student provides a 
rare opportunity to see how the different 
parts of the hospital affect his family, how 
they work together, and what the emotional 
impact of this sort of experience can be 
for a family, from the time that it is planned 
until it is carried through. 

There is greater motivation for learning 
in a medical teaching program of this kind 
than is usually found in the first 2 years of 
medical school. The family turns to its 


student advisor for help in both medical 
and nonmedical matters. They feel they can 
rely upon him and respond to his personal ap- 
proach. In most cases they are highly ap- 
preciative of his interest and advice. As a 
result, the student feels a_ considerable 
measure of responsibility for his family 
despite the fact that he acts in the capacity 
of an advisor rather than as a responsible 
physician. It makes him eager to learn 
and know what is happening, so that he can 
do the right thing. When a member of a 
family suffers from some chronic ailment 
or develops an acute infection, the Advisor’s 
study of that condition assumes a practical 
significance that would not ordinarily occur 
until much later in his medical training. 
Furthermore, difficulties and pathology 
within the experience of a family group are 
of such wide range that the student advisor 
is sure to find scope for the application of 
his medical interest. Some students have a 
particular interest in the younger children 
and their growth and development; others 
seem more at home in the problems of older 
people. Some find the purely medical aspects 
of their families to be of greatest interest, 
while yet others are concerned particularly 
with the economic and sociological aspects. 
As a case in point, a student, upon making contact 
with the family of a man assigned to him as a 
patient, discovered that the patient’s wife had been 
bedridden for 20 years wih arturitis and hypo- 
chondriasis. She had not been known to the hos- 
pital nor to the Social Service Department. This 
problem was a challenge to the student, who suc- 
ceeded in arranging for a period of hospital ob- 
servation of this woman, during which time her re- 
habilitation was started. As a result, the status 
and morale of the family were greatly improved. 


PRESERVATION OF HUMAN INTEREST 


The desire to be of service to persons 
suffering from pain and stress represents 
a major motivation for undertaking the 
study of medicine. It deserves careful nur- 
ture from the first moment of the medical 
student’s career and should not be dampened 
by 2 years of work in which human contact 
with patients is absent or minimal and em- 
phasis is on science for science’s sake. The 
experience gained in this type of course 
satisfies these interests, while it does not 
detract from the student’s work in the basic 
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sciences. On the contrary, it is our belief 
that these students have an added incentive 
for their laboratory work and other study, 
derived from their contact with patients, 
hospital wards, and clinics. When students 
become part of a working program in which 
they are not simply observers, but are active 
participants, there is a powerful incentive 
to learning. The objection has been raised 
that a first-year medical student is not ready 
to assume any responsibility for medical 
care. Our experience indicates that the very 
fact that he shares responsibility develops 
his caution and recognition of his own limi- 
tations. He is not forced to assume any 
direct therapeutic responsibility during his 
early contacts with members of his family. 
He is free to accept a gradually increasing 
share of responsibility for them as his 
knowledge grows and he develops confidence 
in his own ability. He is very rarely under 
pressure to size up situations and make quick 
decisions and, if this does occur, he con- 
stantly has available the advice and support 
of an experienced physician. 


CONTINUITY OF OBSERVATION 


One of the great faults of the modern 
clinical clerkship lies in the short period of 
time that a student spends on any given 
service. The resultant brevity of contact 
still further tends to make the patient merely 
a vehicle for a disease, and of this the stu- 
dent often sees only a single phase. The 
psychiatrist is especially aware of the need 
for continuous contact with patients, and 
that feature of the course that permits the 
student to follow his family for 4 years gives 
it added value. During this period he has 
an opportunity to see the slow maturation 
processes at work in connection with the 
children, to observe the emotional and in- 
terpersonal relationships within the family, 
and to note various personality changes that 
may occur. This feature is not to be found 
in any other medical school contacts with 
patients. In addition, he can become aware, 
over the months, of his own altered ability 
to understand and cope with the various 
medical and psychological problems that 
arise. One of the most valuable aspects of 
the total experience has seemed to us to be 
the development of an awareness within the 


student of his own personal interests, blind 
spots, antipathies, likes, capacities, and limi- 
tations, while interacting with the various 
members of the family under his care, both 
individually and as a group. A growing un- 
derstanding of the effects of his own per- 
sonality in working with other people is 
gradually developed. This sometimes occurs 
in seminar discussions or quite often spon- 
taneously in the course of contacts with 
his family. This awareness is an essential 
ingredient of the doctor-patient relationship 
and one of the principal psychiatric values 
in this aspect of medical education. Students 
have learned to recognize how they feel 
toward those in their care and this recogni- 
tion makes possible a better understanding 
of the feelings of their patients and of intra- 
family relati »nships. 


EXPERIENCE IN PSYCHIATRIC METHOD 


Certain matters more or less characteristic 
of psychiatric procedures have arisen with 
each group of students in this program. 
There is considerable early interest in how 


to make contacts with the family and the 
best way of conducting interviews. Con- 
sideration for other members of the family 
not ordinarily seen by the physician is de- 
veloped. There is considerable interest in 
the question of environmental manipulation 
—how much is possible and what methods 
of going about such manipulation would be 
helpful. Problems of how best to prepare 
children for medical contacts, of how best to 
advise parents on the care of children, are 
frequently raised. Minor reactions and hid- 
den anxieties of parents and families are 
often brought to the fore. There are some- 
times discovered hitherto unrecognized neu- 
rotic difficulties in some member of the 
family who finally discusses his troubles 
with the Advisor, or some other member of 
the family brings it to his attention. 

The methods of psychotherapy and the 
procedures for treating psychosomatic and 
neurotic difficulties are uniformly of interest 
to these students. Frequent attention is also 
paid to the healthy aspects of the family 
situation and an effort is made to foster and 
develop family assets. This is considered a 
worthwhile departure from the usual pre- 
occupation with pathology found in medical 
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school teaching. Students gain experience 
with the economic and sociocultural back- 
ground of their families, which is helpful 
when sickness appears. Furthermore, on oc- 
casion they discuss matters with the family 
physician, with health and welfare agencies, 
and with school and religious counselors of 
their families. This broadened perspective 
into the community matrix of the family is a 
valuable part of the experience. 

As an introduction to psychiatry all this 
is of great value. Psychiatry is introduced 
not as psychopathology, but as biology and 
sociology—people’s reactions to other indi- 
viduals, to stress, to disease, and to family 
and economic problems. The Family Advisor 
Service is in reality a laboratory course in 
human relations, with limited responsibility 
attached to the experience. The student 
learns the importance of the doctor-patient 
relationship—the necessity of dealing with 
the patient not only as a case, but as a per- 
son with feelings. His own attitudes and 
emotions,-he learns, are helpful or hindering 
in his effectiveness. Experience in inter- 
viewing is afforded. Facility and confidence 
in this are developed. 

The student learns to appreciate the heal- 
ing value of human interest, the therapeutic 
value of discussion, interpretation, and par- 
ticipation in the solution of problems. He 
learns that the therapeutic attitude is not 
just being kindly, but also seeking to under- 
stand what problems are really presenting 
themselves and the nature of the emotions 
that are at work—the driving forces of the 
patient’s feelings, family attitudes, economic 
and environmental pressures. He learns that 
searching and inquiry are the experimental 
and scientific approaches to problems for 
which there are no ready answers ; that the 
resolution of problems frequently develops 
when an objective, scientific approach, 
rather than a subjective, manipulating, or 
dogmatic one, is adopted toward personal, 
emotional, familial, and sociological aspects 
of medical problems. 

Thus, without knowing it and without 
naming it, the student is offered experience 
in the broad and basic aspects of psychiatry 
—where medicine, public health, social work, 
and psychiatry have common ground. 


SUMMARY 


An experiment in medical education at the 
University of Pennsylvania Medical School 
has been described, namely, “The Family 
Health Advisor Service.” 

This has become another educational de- 
vice, which facilitates /earning through the 
implementation of motivation by personal 
contact with medical and family problems 
early in the medical curricula, and the 
encouragement of maturation through the 
development of responsibility. 

Students become Family Health Advisors 
on admission, and remain so throughout the 
4 years of medical school work. During this 
period every sort of problem comes up in 
connection with the health of the individual 
members of the family—the treatment of a 
pregnant mother with syphilis, the diagnosis 
of measles and the community resources for 
supplying preventive inoculations of glob- 
ulin, the advisability of an operation, enure- 
sis, or helping a man of 82 to meet the 
anxieties of old age. 

The student has experience in interpreting 
the doctors and hospital to the patient, and 
the patient and his family to the doctors 
and hospital. 

Educationally this course has supplied 
practical, vivid, and important motivation 
for learning. It affords one of the best 
methods of teaching, viz., contact with actual 
situations. There is the challenge of human 
problems as well as disease. There is par- 
ticipation in actual work, not just laboratory 
exercises. 

As an introduction to psychiatry, it has 
great value. It is a laboratory course in 
human relations, in which the student is a 
responsible participant. He experiences 
medical problems not as isolated disease 
entities, but as suffering people with feel- 
ings, whose troubles—physical and other- 
wise—are affected by family relationships 
and the impact of social and economic fac- 
tors. He learns that his own attitudes and 
feelings are helpful or hindering in his 
effectiveness with patients. He learns that 
there is an objective, therapeutic approach 
to personal, emotional, familial, and socio- 
logical aspects of medical care. Furthermore, 
the student becomes aware of the need 
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painstakingly to search for and understand 
the driving forces of patients’ feelings. The 
therapeutic value of discussion and inter- 
pretation becomes evident as does also the 
healing value of human interest. By means 
of the Family Advisor Service the student 
is introduced to the field of psychiatry not 
as mental disease but, in the natural setting 


of the home, as a study of emotions, rela- 
tionships, and motivations and their effect 
on medical disease and on human happiness 
and effectiveness. Thus the student is of- 
fered experience in the broad and basic 
aspects of psychiatry—where medicine, 


public health, social work, and psychiatry 
have common ground. 
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A SAMPLING STUDY OF 17,1200 MENTAL HYGIENE 
CLINIC PATIENTS * 


GEORGE GENN, Pu.D., ann ROBERT M. BEECHLEY, M.A. 
Greystone Park, N. J. 


This study was undertaken to attain a 
relatively comprehensive perspective con- 
cerning the age, mental level, educational 
background, community behavioral adjust- 
ment, clinical therapeutic evaluations, prog- 
noses, and estimated improvement of the 
patients served by the Northern New Jersey 
Mental Hygiene Clinics from their founding 
February 9, 1926 to January I, 1951. 


PROCEDURE 


A representative sampling of cases was 
selected for analysis because the intensive 
study of case records of all the patients 
served would have constituted too great a 
task. The 750 cases investigated consisted of 
the first 250 cases closed at the beginning of 
the 1930, 1940, and 1950 decades, respec- 
tively, representing 4.3% of the 17,120 
closed cases. 


TABLE 1 


CoMMUNITY-BEHAVIORAL ADJUSTMENT 
AT REFERRAL 
Fairly 
satis- 
Poor, factory, Good, 
% % % 
34-4 5.2 
40.0 5.2 
42.8 4-4 


Year 


48.4 
39.2 
44.0 


19090 
1940 . 
1980... 


Dr. George Gardner(2) has critically con- 
sidered the pressures related to research that 
are encountered by mental hygiene clinic 
personnel. He states: “Research design de- 
mands a minimization of variables and diver- 
sification, and both of necessity deviate case 
selection in the direction of specialization 
with an indifference to and eventual isolation 


1 The following staff members of the Northern 
New Jersey Mental Hygiene Clinics provided valu- 
able suggestions: Earl W. Fuller, M.D. (de- 
ceased), Theodore Gebirtig, M. D., acting director, 
Miss Mildred H. Hurley, director of clinic social 
service, Mrs. Loretta Mooney and Miss Helen 
Shepard, psychiatric social work supervisors, Miss 
Ruth Koehler, Miss Elizabeth Monks, Miss Louise 
Whitfield, and Miss Margaret Wood, psychiatric 
social workers. 
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from community needs.” The shortcomings 
of research that were discussed by Gardner 
were obviated in the procedure used in this 
analysis since typical clinic cases were chosen 
without any manipulation of case manage- 
ment to satisfy the demands of research de- 
sign. When the case records were compiled 
no research consideration was involved nor 
was it known that the cases would be sub- 
jected to any specific research procedures. 

The evaluation of case history material 
was undertaken by one of the authors to 
maintain as much uniformity of judgment 
as possible. Since the single-rater method of 
analysis of qualitative data was utilized the 
“distress-relief quotient”(1) and the meas- 
urement of “movement” (3, 4) methods for 
appraising case work and psychotherapy 
were not utilized. The examples cited from 
case histories served as criteria in data 
tabulation. 


RESULTS 


Table 1 indicates degrees of community- 
behavioral adjustment at referral. The fol- 
lowing examples indicate how evaluations 
were made: 

Delinquent: “An incident [stealing] occurred 
recently which brought patient to juvenile court 
with a group of habitual offenders.” “Court charge 
of neglect of minor children by patient.” 

Poor Adjustment: “A most insecure child who 
has been having difficulty with socialization in 
kindergarten.” “Takes no interest in home or any 
family responsibility and is frequently intoxicated.” 
“Unpopular with other children and has no 
friends.” : 

Fairly Satisfactory: “Walter does not seem to 
present any real problem in his relationships 
at home. He will follow simple directions slowly 
and indolently.” “This child does not present serious 
behavior problems but is rather babyish in her 
mannerisms and speech.” “Very restless but is no 
disciplinary problem.” 

Good Adjustment: “No behavior problem. The 
home can be classified as economically good and 
atmosphere of the home as very good [vocational 
guidance problem].” “Patient is an active member 
of P. T. A., a good housewife and an understanding 
mother [marital adjustment problem].” “Patient 
is a friendly, agreeable and conscientious little 
girl [reading difficulty].” 
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Table 2 presents similar data regarding 
adjustment at termination, and examples are 
again given to explain the evaluations. 


TABLE 2 


CoMMUNITY-BEHAVIORAL ADJUSTMENT 
AT TERMINATION 


Fairly 
satis- 
factory, 
% 


Poor, 
% 
15.6 
12.8 
14.4 


Good, 
% 
46.0 8.4 


39.6 15.2 
40.4 13.6 


Delinquent: “Before treatment could be initiated 
patient was committed to a correctional institution.” 

Poor Adjustment: “Patient is currently using 
the clinic to meet her own ends and has no real 
desire or intention to get well.” “This boy continues 
to associate with known juvenile delinquents al- 
though now his attitude toward his parents is less 
hostile.” 

Fairly Satisfactory: “Patient presents no particu- 
lar problems other than school retardation and one 
recent truancy.” 

Good: “Bill is making a splendid adjustment and 
is apparently happy and eager to remain in the 
Civilian Conservation Camp as long as possible.” 
“Patient is enjoying her work and there are no 
physical or emotional complaints.” “Patient is get- 
ting along well and there has been no return to 
the behavior responsible for referral to the clinic.” 


The “not indicated” category in Table 2 
applies to patients who moved too far away to 
be served by the Northern New Jersey Men- 
tal Hygiene Clinics or who discontinued 
clinic contacts before treatment was com- 
pleted. During the course of therapy and 
case work it is sometimes found that patients 
initially deemed amenable to mental hygiene 
treatment procedures will be better served 
by institutionalization. Some patients do not 
desire clinic services beyond those of a con- 
sultative or diagnostic scope after some case- 
work and therapy have been in progress. 
Table 3 includes data for all 750 cases in- 
vestigated. The drop in the number of pa- 
tients included in Tables 4 and 5 is accounted 
for by the elimination of nontherapeutic 
problems. 

Table 4 indicates the prognosis in the 482 
cases for whom therapy was recommended, 
and the following illustrations will indicate 
how prognosis was evaluated. 

Good: “It is likely that parents can be guided 


adequately to avoid transferring their ambitions to 
their daughter and therefore she should benefit 


from therapy.” “To this examiner, boy is good 
material to work with despite current maladjust- 
ment.” “She appears to be a good prospect 
for therapy but 15 years of poor conditioning 
will have to be overcome.” “Displays ability to 
make a good adjustment if marital problems can 
be straightened out.” 

Guarded: “Prognosis is doubtful at the present 
time concerning patient’s ultimate academic and 
community adjustment.” “Poor environmental back- 
ground and inferior intelligence are limiting fac- 
tors in the treatment of this patient.” 

Very Poor: “Essentially patient’s history and 
manner of adjustment certainly suggest a psycho- 
pathic personality.” “This type of neurotic process 
presents a very unfavorable prognosis as it is fre- 
quently irreversible.” 


TABLE 3 ‘ 


INITIAL APPRAISAL OF THERAPEUTIC OUTLOOK 
Therapy 
Trecom- 
mended, 
% 
68.4 
54.0 
70.4 


Diagnostic or consultative 
problems only, 
% 


TABLE 4 


ProGNosis For “THERAPY RECOMMENDED” Group 


Number 
of cases, 
% 


171 (68.4)* 


Hope- Very 
Good, ful, Guarded, poor, 

Year % % % % 
1930 .... 11. 286 40.4 19.9 
1990 .... 295 sa 333 @a 126 
1950 .... 176 (70.4)* 68 34.6 500 86 


* Percentage based on 250 patients. 


TABLE 5 


Types oF SERVICE ACCEPTED BY 
“THERAPY RECOMMENDED” GROUP 
Number of 
171 (68.4)* 
135 (54.0)* 
176 (70.4)* 
* Percentage based on 250 patients. 


Thera- Dingnestis or 
peutic, consultative, 
% Jo 


59.6 
79.3 
70.5 


40.4 
20.7 
29.5 


In Table 5 will be found data relating to 
the type of service accepted by this group of 
482 cases. Table 6 shows results of treatment 
in 333 cases, the following examples serving 
to illustrate how improvement was evaluated. 


Problem corrected: “Patient is now able to read 
up to her grade level and no temper tantrums have 
been reported during past six months.” “This boy 
has had all the opportunity in the world to run 
away and to be truant from school but he has 
never once attempted to do so since referral to 
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clinic for his frequent absences from home and 
school.” 

Good: “Considering her problem with reading, 
teachers feel that patient has done very well. She is 
ambitious and tries very hard.” “Patient has 
ceased being quarrelsome with her husband and he 
has diminished his drinking and staying away from 
home periodically.” 

Moderate: “Patient’s basic problems will always 
be present, but due to better understanding of her 
emotional difficulties they are less severe, frequent 
and important.” 

Limited: “Only slight improvement has been 
noted so far in this case and there is frequent re- 
currence of headaches that have no known organic 
basis.” “The only change in patient’s attitude is 
that she is less demanding of her children.” j 


TABLE 6 


EsTIMATED IMPROVEMENT FOLLOWING 
EXTENDED TREATMENT 


Prob- 


iem 

Number of cor- 

patients, 
% 


Moder- 
rected, Good, ate, 
% % % 


4.0 24.0 32.0 
1940 .... 107 (42.8)* 19.5 25.0 23.5 
1950 .... 124 (49.6)* 16.0 21.0 36.0 


* Percentage based on 250 patients. 


TABLE 7 


AGE OF PATIENTS AT REFERRAL TIME 


16to25 26 years 
years, and over, 
% % 


Year 


1930 .... 102 (40.8)* 


6 to 11 


48 29.2 
8.8 36.0 
88 48.4 


ears, 

26.8 15.2 
25.2 18.4 
18.0 9.6 


24.0 
11.6 
15.2 


TABLE 8 


EpUCATIONAL BACKGROUND AT REFERRAL 
Noinfor- Below Grade Grade High 
mation, grade 3, 3-5, 6-8, school, College, 
% % % % % % 
30.4 22.4 
24.4 16.0 
26.8 14.0 


11.2 21.2 
44 32.4 
2.4 35.2 


TABLE 9 


MentTAL Lever oF PATIENTS 


Border- 

Undeter- line o 

mined, below, 

Year % % 
1990 ... 320 124: 272 
1640... 228 76 
1950 ... 248 180 68 39.2 


13.2 1.6 
18.8 4.0 
180 3.6 


Dull Aver- 
normal, age, 
% 


In Tables 7, 8, and 9 are given the educa- 
tional background, age at referral, and men- 
tal level of the patients. 


The “undetermined” category in Table 9 
includes patients too disturbed emotionally 
to provide valid psychomeiric data and pa- 
tients considered not to be in need of precise 
psychometric evaluation. 


DISCUSSION 


The presentation of findings rather than 
an evaluation of their implications was the 
major motivation for this study. Discrepan- 
cies of percentages in some of the categories 
are suggestive of periodic variations in the 
sampling studied so that comparisons be- 
tween successive decades may lead to erro- 
neous conclusions. For example, therapy was 
recommended for 15% less of the patients 
in the 1940 group than in the preceding and 
following decades. During the same period 
there were 20% more patients with border- 
line or lower intelligence. There were also 
nearly twice as many delinquents in the mid- 
dle decade of the periods covered by this 
report. A progressively larger number of pa- 
tients below age 12 was served from 1930 
to 1950. Some of the fluctuations in the 
educational status of patients that were ob- 
served may perhaps be traceable to varia- 
tions in age and socio-economic conditions. 
A perceptible change in the mental level of 
patients is disclosed by the fact that half the 
1950 patients were average or above as com- 
pared with 30% in 1930 and 1940. A com- 
parable decrease in the percentage of patients 
with dull normal or lower intelligence is less 
consistently indicated. From all of the above 
it appears that different types of clients were 
served in each time stratum. 

A comparison of community-behavioral 
adjustment reveals that while more than one- 
half of the patients are rated “poor” or 
“delinquent” at referral, less than one-fifth 
of the patients are so rated at termination. 
The extent of improvement or deterioration 
of the community-behavioral adjustment of 
some patients may not be indicated in the 
findings presented because some patients 
terminate their clinic contacts before treat- 
ment is completed, or they move too far away 
to be served, or they accept only diagnostic 
or consultative psychiatric and psychological 
service. The aforementioned reasons account 
for the increase of patients listed in the “not 
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indicated” category in regard to community- 
behavioral adjustment at case termination. 

The reduction of the case load by volun- 
tary withdrawal from treatment and the 
elimination of patients deemed untreatable 
leaves a smaller population for the evalua- 
tion of status changes. Extended treatment 
was utilized by only 40% (1930) to 50% 
(1950) of all clients. Consequently the in- 
crease in the percentage of improvement 
noted between referral and termination is 
considerably enhanced. This can be seen 
when the “problem corrected,” “good,” and 
“moderate” categories of Table 6 are com- 
bined, revealing that 73% (1950) of patients 
receiving extended treatment were bene- 
fited to more than a minor or limited extent. 


SUMMARY 


This study consists of detailed information 
about 750 of the 17, 120 patients served by 
the Northern New Jersey Mental Hygiene 


Clinics in the 25 years of their existence. The 
sampling consisted of the first 250cases closed 
in 1930, 1940, and 1950, respectively. The - 
community-behavioral adjustment, prog- 
nosis for therapy, estimated improvement, 
age, mental level, and educational back- 
ground of the clientele were reviewed. Ex- 
amples used for evaluations of qualitative 
data were cited. Some implications of the 
findings have been presented. 
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A PSYCHOLOGICAL STUDY OF A 106-YEAR-OLD-MAN 
A ConTRIBUTION TO DYNAMIC CONCEPTS OF AGING AND DEMENTIA 


DANIEL B. SCHUSTER M.D.,) Rocnester, N. Y. 


Problems of aging are attracting increasing 
attention these days as the life span increases 
and the number of people attaining old age 
becomes obviously large. The average life 
expectancy has increased from 47 years to 
68 years in the last half century, and by 1970 
it is estimated there will be 164 million 
people 65 years or older in this country. This 
sociological situation turns our attention to 
the problem and will compel further research 
in the processes involved. For various rea- 
sons investigation of this field up to recent 
years has not been popular. Many feel dis- 
couraged in dealing with processes that 
appear to be irreversible, and irrational atti- 
tudes about old age are not uncommon. It 
is a period few look forward to, marking as 
it does the decline of productivity, prestige, 
and power. It is a time fraught with eco- 
nomic dangers and personal anxieties. In 
effect, medical science has prolonged life for 
great numbers who are in consequence faced 
with the increasingly difficult adjustment 
problems of aging with its diminished physi- 
cal and mental resources. 

We all know that many people attain old 
age and remain happy and useful citizens. 
Many, indeed, are prominent in industry and 
national life. There are those who accept 
the limitations of aging gracefully and wel- 
come its benefits of more leisure and time to 
do the things postponed during earlier and 
more active years. But, likewise, there are 
those who have a more difficult and less re- 
warding old age; and it is this group that 
constitutes a community problem requiring 
understanding and planning. 

This paper will not attempt to review the 
subject of aging; readers are referred to 
Cowdry’s(1) standard work for some of 
these details, especially the physical and 
physiological alterations accompanying old 
age. We should like to present a case of a 
superannuated man studied in this hospital 


1 Dept. of Psychiatry, University of Rochester 
School of Medicine and Dentistry and Strong 
Memorial and Rochester Municipal Hospitals. 
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and elaborate some of the psychological 
ramifications of aging, as well as disctiss 
some aspects of dementia. 

The physical changes of aging are more 
easily comprehended and studied than the 
psychological. The diminished strength and 
energy, the wearing out of the body, shrink- 
ing of the tissues and decreased function of 
the internal organs are all familiar and ob- 
vious to everyone. The changes in the ner- 
vous system central to such a discussion as 
this have been summarized by MacDonald 
Critchley(2) as gross and microscopic evi- 
dence of atrophy of the brain; dropping out 
of neurones; involutions of the vascular 
system; appearance of corpora amylacea 
and senile placques in the brain tissue. These 
physical, demonstrable changes have often 
been directly implicated as the single proc- 
ess responsible for the deficient or aberrant 
mental functioning of the aged, although 
this is undoubtedly an oversimplified con- 
cept, springing originally perhaps from the 
work of Alzheimer, Simchowicz, Fischer, 
and others who found such changes in the 
brains of some who had died with senile 
psychoses. Malamud(3), however, referring 
to a study done by him and his associates, 
in which brains of normal and senile psy- 
chotics were systematically studied, states 
that as many brains of normals showed severe 
changes as did the psychotic group minimal 
changes. There was no direct relationship 
between the pathological changes and the 
clinical state. Rothschild(4) and Rothschild 
and Sharp(5) have emphasized this also. 
They point out that this may be related to 
the differences in capacity to compensate for 
damage to the brain. Kurt Goldstein has 
stated this in another way—that one must — 
consider not only the damage to the brain, 
but also the patient’s reaction to this damage. 
This, of course, involves psychological fac- 
tors, which will be taken up later in this 
paper. One gains the impression that recent 
trends in neurophysiology oppose the older 
and more constricted view of discreet locali- 
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zation and favor the concept of the brain as 
a functioning whole unit whose efficiency 
can be impaired or perverted at a number of 
points and by a variety of causes—both 
physical and psychological. 

The mental manifestations of aging and 
the clinical state of dementia will be dis- 
cussed at greater length later, but formal 
testing approaches might be mentioned 
briefly. These indicate an over-all decline in 
intellectual functions generally proportional 
to age. Projective psychometric techniques 
reveal a decline in emotional flexibility and 
control, stereotyped thinking, and constric- 
tion in intellectual and emotional spheres 
(6-8). 

The psychological factors involved in aging 
are more subtle than the physical changes, 
and the interrelationships of psychological 
and physiological factors complex. We might 
briefly outline some of the former. At the 
core of the problem is the decreased capacity 
and reserve of the older person. The psy- 
chological reaction to this loss varies, de- 
pending upon the emotional resources and 
make-up, but a frequent response is depres- 
sion. Karl Stern(9) points out that depres- 
sion is the most common symptom observed 
in old-age counseling centers. Stieglitz(10) 
states that the tragedy of the aged is the 
awareness of uselessness. Present-day ur- 
banization and industrialization and factors 
of economic dependence often serve to de- 
value the aged. Growing old often brings 
with it a loss of prestige—a blow to one’s 
narcissism. The older person may not only 
be economically dependent, but also feel less 
productive and less attractive ; and these are 
feelings that are hard to face and accept. 
This loss of prestige and capacity makes it 
hard for such a person to maintain his accus- 
tomed position in the community. Added to 
this are the social isolation and the loneliness 
often brought about by illness and death of 
friends and possible rejection by family. Our 
culture, geared as it is to opportunities for 
the younger generation, insistence that the 
children exceed their parents, and the lack 
of veneration of the aged, creates in itself 
many problems for older people. Frustra- 
tion and futility often result from the de- 
creased opportunity and ability for accom- 
plishment and gratification in all areas of 


life—vocational, sexual, recreational, etc. 
Hopes for the future are correspondingly 
reduced. Because of all this the reality of 
present-day existence often becomes painful, 
and a turning to the past is undeisvandable. 

As a basis for further elaboration of some 
of these ideas, we wish to present an interest- 
ing case history of an aged man studied 
recently in this hospital, who is unique in 
many ways, but especially because of the 
amazing preservation of his mental faculties 
even though he is over 100 years old. 


Case: E. V. D., No. 262280. 
PresENT ILLNESS 


This patient, a white widowed male, was 105 years 
old when admitted to this hospital April 1, 1949, 
with pneumonia of the right lower lobe.? He had 
been seen twice previously in this hospital; once 
in April 1947 when he had fallen over a bannister 
6 feet to the floor. He sustained no serious injury 
at that time. He was seen in June of that same 
year for treatment of varicose ulcers of the left 
ankle, as well as throughout 1948. This condition 
has incapacitated him for short periods within the 
past 10 to 15 years. During his admission in April 
of 1949 he rapidly recovered from his pneumonia. 
Laboratory studies including Wasserman, urine, 
and feces examination were normal. He was some- 
what anemic, having a red blood count of 3,500,000 
and a somewhat elevated white count, 16,500 with 
91% polys. A sputum culture showed H. influenza, 
staff. albus, and strep-viridens. BUN was 20 mgm. 
%, COs combining power, 44 vols. %, blood chlo- 
rides 560 mgms. %. The total proteins were 6.1 
gms. % with an A/G ratio of 2.8/3.3. EKG was 
reported as normal. An EEG was reported as, 
“Rather poorly developed, somewhat irregular 
record of low voltage. Basic frequency is 9-II per 
second. Cccasional 8 per second waves are seen 
synchronously. A few synchronous bursts of 14-16 
per second activity of the same voltage are seen. 
A large amount of low voltage, fast activity is seen 
throughout. There is some interference from car- 
diac electrical potential. Hyperventilation produces 
no significant changes. Impression: Normal EEG.” 
A ballistocardiogram was done and reported as, 
“A remarkable BCG considering age of the patient. 
There is an abnormal (increased) respiratory 
variation and some decrease in amplitude, but the 
overall record indicates considerable myocardial 
reserve. Impression: Minimal impairment in car- 
diac function at this time.” The patient’s past 
medical history revealed a history of “yellow 
fever” 82 years ago, which consisted of a 3-week 
attack of jaundice, vomiting, and malaise, when the 
patient was 25 years old. He said he also had 
diphtheria as a child but denied other serious ill- 


2He is now 108 and still being followed in the 
clinics of this hospital. 
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nesses or operations. His system review was nega- 
tive except for complaints referrable to his pulmo- 
nary condition. psychological past-personal 
history was taken, supplemented by data obtained 
from the patient during several return visits to this 
hospital. 


Past PersonaL History 


This patient was born January 15, 1844, the oldest 
of 4 boys, in Madgeville, a small hamlet in Georgia 
that later became the City of Atlanta. He was 
delivered uneventfully by Aunt Suke, a Negro 
slave woman. He lived with his family on a 640- 
acre plantation for the first year or so of his life 
and then moved to New York City. His father was 
of an old Dutch family that had originally come to 
New Amsterdam in 1697; he was a lawyer, born 
in New York, and later became a judge. In his 
early twenties he had gone to Georgia to intercede 
for some Dutch landowners who were having 
litigational difficulties over land rights. He himself 
bought a plantation there and while vacationing in 
New Orleans met the girl whom he married in 
1843. The mother had also been born in New York 
of Dutch settlers. She owned considerable prop- 
erty in the course of her lifetime, including half- 
ownership in a brewery in which the patient later 
worked. The patient spoke very highly of his 
mother, said she was the disciplinarian of the family 
and that she required the children to ask her per- 
mission before going anywhere (something he says 
She lost rather 


present-day children never do). 
heavily during the early years of the depression 
and died at the age of 108 in 1932, willing the 
majority of her estate to the youngest son, who the 
patient says was the “baBy” of the family and always 


favored somewhat. His parents got on well to- 
gether ; he never knew them to quarrel. At the age 
of 70 his father died by reason of a freak accident : 
a large icicle fell from a building and struck him 
on the head. 

The second son died at the age of 25 of pneu- 
monia. The patient describes him as a large man 
weighing over 200 lbs. He was greatly impressed 
to think that such a large, healthy man could be- 
come sick one day and die a week later. The third 
brother died at the age of 12 of some sort of back 
injury. The youngest brother is 98, still living and 
in fair health. He never married and is a gentleman 
farmer in Pennsylvania. 

The patient spent his early years in New York 
City where he started private school. He states 
that he got along well with the teachers and stu- 
dents. At age 10 his family moved to Philadelphia, 
where his father had a better opportunity for the 
practice of law. He continued school there through 
what is now equivalent to first or second year high 
school. He left school at 17 to join the Union 
forces, but broke his ankle alighting from a train in 
Baltimore and was unable to enter the Army. He 
finished high school and at 18 studied law under 
the tutelage of his father for a while. However, he 
did not care for this and felt he could do better in 
the brewing business. He went to work for the 


Hauck Brewery and after 23 years, at age 41, he 
became brewmaster, the youngest in the country at 
that time, he claims. 

Meanwhile, at the age of 25, he married a girl 
of 17, March 22, 1869. He describes her in endear- 
ing terms, saying they got along well, never having 
any serious difficulties. They raised a family of 6 
children. The oldest, a son, who is still living and 
well at 78, is presently a fruit farmer in Florida and 
quite well-off. He contributes small amounts of 
money from time to time to the patient, who pre- 
fers not to live with this son as it would deprive 
him of his independence. They, however, visit each 
other occasionally. There were 5 daughters, the 
oldest living in Detroit. The patient feels much 
the same about her as about his son, as far as living 
with her is concerned. He says that when he visits 
his children they do not let him go out of the house 
unescorted. The third child died of scarlet fever 
at 16; the fourth child is living in Pittsburgh; the 
fifth in Bridgeport, Connecticut; and the youngest 
died at age 15 with the mother in the Iriquois 
Theater fire in Chicago, in December, 1903. Only 
the year before, he and his family had gone to 
Chicago where he took a job as assistant brew- 
master of the Manhattan Brewery. He was ter- 
ribly upset by the loss of his wife and child and 
said he couldn’t “settle down to anything.” He put 
his children in the care of his mother, left his job, 
and traveled around the world for 6 months. He 
had many adventures on this trip, which he de- 
scribes with gusto, including an encounter in India 
with a Holy Cow that gave him a nickname he 
still carries. On his return he worked a while in 
the Hauck Brewery but never really had a home 
again. He says he became something of a lone 
traveler, his children being by now grown up. 
Earlier in his married life he had had another 
period of traveling. In 1881 his wife had had a 
difficult labor with their fourth child and following 
this, he said, he “could not go near her,” so in 1882 
he went on a trip with Gilmore’s Band. He had 
always played the cornet as a hobby and traveled 
with this famous band off and on for 3 years, play- 
ing in 1885 at President Grant’s funeral. During 
this period he turned his business over to an 
assistant. 

In 1907 he became interested in a change of 
career and trained as a chef, continuing in this 
work for many years, off and on even into his 
nineties. He finally retired completely in the late 
1930's. Meanwhile he made 2 other trips to Europe 
with a group of friends, once just before World 
War I and again in 1923. He says he was well 
off most of his life but lost almost everything in 
the 1929 market crash, following which he says he 
hoped to, but never did, recoup his fortune. A 
recurring varicose ulcer condition of his legs caused 
him finally to quit work and eventually in 1945 to 
seek public welfare aid. This he accepts because, 
as he says, he is not able to work and it allows him 
a certain amount of independence. 

His health has always been excellent. He denies 
ever having any nervous symptoms and states that 
he always said, “Don’t worry. It only makes you 
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wrinkled.” He says he never has had so much as a 
headache. Concerning his sexual life, he never felt 
he had unusual sexual drive—“I was never wild for 
women.” However, he had no difficulties of potency. 
In the seventies he noted some decline in libido, but 
states he still has sexual interests, although in 
recent years he has noticed impotence. 

Currently, the patient lives a physically and 
mentally active life. He has many friends and 
interests including various organizations. He fol- 
lows current affairs and appears to enjoy himself 
immensely. He drinks beer freely, smokes cigars, 
and never has taken drugs or medicines. In all his 
contacts with our staff he has been entertaining 
and amazingly alert and quick-witted. His dis- 
cussions have always been completely consistent, and 
he is never confused about dates and years mark- 
ing events of his life. He always remembers vari- 
ous doctors’ names, although he may not see them 
for months at a time. His age has been doubted 
many times because of his amazing state of preserva- 
tion, yet he was listed in the 1925 census as 81 and 
residing in this city. 


MENTAL STATUS 


The patient is an elderly man of well-preserved 
appearance, somewhat bent with age, with a mobile 
and expressive face. He was friendly and calm and 
participated willingly and alertly in the examination. 
He demonstrated no abnormalities of mood, stream 
of speech, thought content, or sensorium and no 
evidence of dementia. To investigate this more 
thoroughly we had a clinical psychologist * admin- 
ister a Wechsler-Bellevue and a Rorschach test. 

Psychological Testing: The Wechsler-Bellevue 
test revealed the following: 


Subtest-scores 


Verbal 1 Q 
Performance I Q 
Full-Scale I Q 
Efficiency Quotient 
Inf. 


Psychologist’s Comments on Wechsler-Bellevue: 


“The performance I Q may £-: unduly weighted for 
age. It is not felt that verbal ability is inferior to 


8 Miss Vivian Thackaberry of the Department of 
Psychology, University of Rochester. Dr. Frances 
H. Parsons, Department of Psychiatry, University 
of Rochester School of Medicine and Dentistry and 
Strong Memorial Hospital, has helped to evaluate 
the Rorschach test. 


his ability to manipulate objects and perceive spatial 
relationships.” 

“Significantly low scores were obtained on Digit 
Span and Similarities subtest. The lowered score 
on Similarities is to be expected at this age level 
and suggests a difficulty in forming abstract verbal 
concepts. Lowered Block Design score suggests 
that the tendency toward more concrete thinking 
extends to spatial as well as verbal concepts. There 
is suggestion of impaired attention span in the low- 
ered Digit Span score—5 forward, 4 backward.” 

“Significantly high scores are obtained on Vo- 
cabulary, Information, and Comprehension. In the 
former, patient was able to define quite difficult 
words with great fluency and with an easy self- 
confidence. As example of this is his definition of 
proselyte, ‘To take you from one religion or one 
belief to another. You inculate into a person seeds 
of your belief, you bring him over to your side. 
This may be in science or politics as well as 
religion.’ ” 

Summary: “This test presents a picture of an 
individual whose intellectual functioning is sur- 
prisingly efficient for hjs advanced age. He appears 
to have had a wealth of experience from which he 
draws quite freely. He has very little difficulty in 
perceiving spatial relations, but there is a sugges- 
tion that abstract reasoning ability and attention 
span have been impaired. However, impairment is 
noted only in those subtests that measure abilities 
that are expected to decline with increasing age 
(Digit Span, Block Design, Digit Symbol) while 
on those tests that are expected to hold up well 
through life he does well above average. He is at 
least of superior intelligence and is at present func- 
tioning at an average level of efficiency. He appears 
to be an amazingly alert and vital individual.” 

Rorschach Test: “Owing to an incomplete in- 
quiry it is not possible to evaluate this Rorschach 
record quantitatively ; however, there is much ma- 
terial in the protocol that lends itself to a revealing 
qualitative analysis that may give us some insight 
into this patient’s pattern of adjustment.” 

“It is a rich and productive record whose varied 
content suggests an individual with a multiplicity 
of interests. He is aggressive with a strong drive 
for achievement; a drive that is accompanied by 
good creative abilities so that he has in general 
utilized his superior capacities almost to their full- 
est extent. He pays careful attention to details, but 
his strong tendency is to organize details into mean- 
ingful wholes. Though he demonstrates an ability 
to conform to the thinking of his society, he has a 
marked tendency toward originality so that he 
implants the stamp of his individuality om even 
the most conformist behavior.” 

“Emotionally he presents a picture of a basically 
introverted individual, who in emotionally stimulat- 
ing situations is capable of responding in a warm, 
mature manner, but who generally tends to hold 
back his emotional responsiveness. He appears to 
regard his environment as threatening, and he tends 
to be somewhat critical of people. He is one who 
depends upon his own resources and derives his 
security from within. He attempts to avoid too 
close contact with his environment, and he harbors 


= 
a 


116 


A PSYCHOLOGICAL STUDY OF A 106-YEAR OLD MAN 


[ Aug. 


some aggressive feelings toward it. Though he 
probably is an individual with great social facility, 
this is chiefly superficial. Actually, he invests little 
emotionality in most interpersonal relationships, 
except for those that are carefully chosen.” 

“The sexual sphere is an area of much anxiety 
for him. There is a suggestion of strong fears of 
loss of potency, possibly even fears of regressing, of 
losing a man’s role and being a boy again.” 

In Summary: “This record presents a picture of 
a versatile individual with much drive and aggres- 
siveness and with superior capacities, who, though 
he may almost appear extraverted in his social 
contacts, actually maintains these on a superficial 
level for the most part, with the exception of a few 
carefully selected warm associations. He tends to 
distrust and feel critical of his surroundings and to 
rely upon his own resources. Severe anxiety in the 
sexual sphere is related to fear of regression and 
impotency. The use of color and shading in patient’s 
responses is interesting in view of his advanced age. 
The anxiety trends are significant in view of his 
conflicts regarding dependency, but the emotional 
capacity revealed in the free and casual use of color 
is in contrast to the constréction or explosive re- 
sponse expected from a patient whose age has 
impaired efficiency. The suggestion is, therefore, 
that the patient has had very strong resources 
throughout life.” 


Discussion OF CASE 


The most remarkable thing about this man 
is the amazing lack of dementia in a person 
of such advanced age. This is an extreme 
example illustrating the perhaps time-worn 
point that no direct relationship exists be- 
tween age and dementia. The second ap- 
parent and interesting observation is the 
patient’s good general health both in the past 
and now. The clinical laboratory studies 
_ testify to this. A third and unusual finding 
is the data revealed in the psychological tests, 
which indicate superior intellectual endow- 
ment, a surprising absence of dementia, and 
an emotional life marked by aggressiveness, 
versatility, “superior capacities,” and “strong 
resources.” 

Regarding the physical aspects of the case, 
one wonders what is responsible for the de- 
celleration of the normal aging process of 
tissues and organs that has allowed this man 
to live as long and remain as healthy as he 
has. There is a familial trend apparent as 
most of his family seem to have been long- 
lived. Beyond this one can say little on this 
point. What physical infirmities the patient 
has developed he has accepted realistically 
and adapted to with minimum difficulty ; 


when he found himself unable to support 
himself any longer, he accepted public wel- 
fare aid—applying for Old Age Assistance 
for the first time in 1945 at the age of Ior. 
His life has been amazingly full and in- 
teresting, and he apparently has accepted its 
various stresses without the development of 
maladaptive, neurotic behavior. He has been 
successful in many areas : marriage, vocation, 
social relationships. Even though he had 
once been highly successful and had had 
means, he now evidences no regrets or envy. 


‘He appears to have accepted a dependent 


economic status as a necessity, without guilt 
or unhappiness. One gains an impression 
from talking with him that he is a man who 
has lived intensely and actively and is now 
content to relax and turn his, remaining 
energies to things within his range. 

In recent years he has spent a great deal 
of time in various organizations, keeping in 
touch with a great number of friends, the 
majority of whom are young to middle-aged. 
He has, therefore, created and preserved for 
himself a place in the community and has 
not suffered a loss of prestige. The very fact 
of his age has placed him in a unique position 
of admiration and veneration. This he has 
exploited considerably to the benefit of his 
narcissism. He is the frequent subject of 
newspaper and magazine feature articles and 
is lionized by many. In these ways he has 
avoided loss of prestige, social isolation, and 
loneliness. He has also by these means made 
up in certain areas what he could not attain 
in others. He has made the most of what 
gratifications are still obtainable. What he 
has lost in family he has regained by becom- 
ing the pater-familias of the community. He 
is able to address all but one man in the area 
as his junior, and this single person he de- 
preciates by referring to him as “old man 
H.,” and further by pointing out this man’s 
obvious infirmities, who is also a much ven- 
erated person in town (the oldest living 
member of the G. A. R. and, therefore, an 
important rival for attention and prestige). 
He has maintained an unusual interest in his 
current life and turned very little to the past 
for solace and comfort. Most of his pleasure 
seems to be derived from his present life 
with its many activities. 

One wonders finally what accounts for this 
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man’s successful adaptation to his old age 
and his unusual lack of dementia, aside from 
his good physical status. One certainly must 
consider the role of personality resources 
and intellectual capacities. We know from 
the study of human behavior that those 
people who have the minimum of mental 
conflict and unresolved emotional problems 
have the greatest reserve with which to meet 
life’s stresses; they are the least likely to 
resort to neurotic, maladaptive solutions of 
these stresses. We also have some idea that 
mental conflicts as well as the defenses used 
to cope with them are related to one’s genetic 
endowment as well as experiential factors, 
especially those connected with such vital 
periods of development as infancy and child- 
hood. We do not have enough detail of 
personal factors in this case to appraise 
completely his personality structure and as- 
sets, but from the objective criteria of his 
life history we gather he has been successful 
in many of life’s areas without the develop- 
ment of symptoms suggestive of psychologi- 
cal illness. From the psychological test data 
we learn that this man has a superior intel- 
lectual endowment that has not shown the 
decline and impairment customary for one of 
advanced age. In addition, we gather from 
the Rorschach test that he is a person with 
multiplicity of interests, good creative abili- 
ties, and strong drive for achievement ; that 
he has used his superior capacities to a full 
extent; that he does not show the usual 
constriction of emotional life seen in the aged 
person. The psychologist concludes: “The 
suggestion is therefore that the patient has 
had very strong resources throughout life.” 


DISCUSSION 


Viewing aging in terms of dynamic psy- 
chology, one must comprehend it as a proc- 
ess involving not only physical involution of 
an organism but also various psychological 
adaptive responses to this involution. The 
latter may be also thought of as defenses, 
ways of compensating for physical loss, main- 
taining homeostasis of the organism, even 
though at times this may mean at a lower 
level of integration. This process represents 
a complex mosaic in which not only is a 
personality adapting to internal organic 


changes that he may feel, and which have a 
personal psychological meaning and signifi- 
cance to him, but also to the external changes 
created in his social environment by the im- 
pact of these physical changes. 

This can also be comprehended in terms 
of the ego, the integrity of which is depend- 
ent on the underlying state of brain metabo- 
lism. Reduction of the latter will serve to 
weaken the controlling, integrating action of 
the ego. But the ego has strength and re- 
sources of its own that can be understood 
only in psychological terms, albeit imper- 
fectly ; for in the face of impairment of cere- 
bral metabolism or structural alteration of 
the brain, the ego can on some occasions 
rally these reserves and adapt successfully 
io these physical changes—the ego “pulls 
itself together.” However, not only may im- 
paired cerebral metabolism and _ structural 
alteration of cerebral tissue deteriorate ego 
function, as in cerebral arteriosclerosis(11), 
but also certain purely psychological situa- 
tions involving either inner mental conflict 
or outer demands of reality may bring about 
a degree of dissolution of the ego. Here, 
under the pressure of these factors, the 
ego retreats to an earlier level of develop- 
ment, a lower level of adaptive integration 
and function with a consequent decreased 
versatility and ability to deal with inner 
instinctual life and conflicts and the problems 
and demands of reality. This is regression 
and means a certain sacrifice of integrity of 
the organism. 

In aging, therefore, both physiological 
and psychological factors figure in the decline 
of ego function. Brain changes serve to re- 
strict its operation, and the various psycho- 
logical alterations attendant on old age tend 
to promote regression. The feeling of de- 
creased capacity, loss of prestige, inability 
to achieve former gratifications, decreased 
expectation for the future—all make reality 
painful and foster a return to the past. Emo- 
tional energy is withdrawn from the current 
scene and re-invested in the past where it 
can be safely elaborated in the maintenance 
of self-esteem. This may account for the 
vivid reliving of the past and the amazing 
memory for small details of remote events 
seen in many old people in the presence of 
the most paradoxical forgetfulness concern- 
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ing present events. Gitelson(12) described 
this as a “turning away from the painfulness 
of the present . . . . memory turns back- 
ward to the periods of highest capacity and 
greatest security.” This makes more under- 
standable in dynamic terms the singular 
failure of recent memory, the usual harbinger 
of the senile state. The end-point in this 
decrement of ego function is the clinical 
state of dementia. 

With the lessening of ego control, not only 
is there a decreased ability to adapt to ex- 
ternal reality, but also a diminished capacity 
to handle internal psychic impulses—in- 
stinctual drives, previously unresolved emo- 
tional problems, latent neurotic patterns. All 
these, which may previously have been denied 
outlets, now press for expression. This in- 
volves the capacity of the ego to repress 
feelings and thoughts and thereby keep them 
from consciousness or expression. This 
aspect of ego function is a personal one that 
accounts for the content expressed in a 
dementia or milder form of personality dys- 
function in the aging. The pattern of clinical 
behavior will depend in large part upon the 
quality and quantity of previously repressed 
and unresolved conflictual emotional prob- 
lems. Thus many old people may demon- 
strate childishness, sexual behavior, or ag- 
gressive trends never before known to those 
about them and cause considerable anxiety 
and concern to family and friends; for re- 
gression means a return to earlier periods of 
life development with utilization of infantile 
modes of adaptation. 

This brings us to a crucial question: How 
much of the ego deterioration seen in the 
aged is due to specific brain changes and how 
much to the social and psychological factors 
outlined above? We know that there is no 
direct relationship between degree of brain 
pathology and severity of dementia, and we 
also know that regression itself can bring 
about personality deterioration. Kral(13) 
showed that, in elderly inmates of concentra- 
tion camps, emotional stress tended to pre- 
cipitate senile psychoses. Therefore, it is 
not unreasonable to postulate that the more 
ego resources and capacities a person has, 
the better able he will be to tolerate these 
changes in his environment and also, perhaps, 
the better able he will be to resist the incur- 


sions of age, including decreased cerebral 
function related to tissue damage. Martin 
Grotjahn(14) points out that the instinctual 
life of an individual does not participate in 
the aging process. He also suggests that it is 
the narcissistic person who reacts to senility 
with a psychosis—the person who in imagina- 
tion possesses eternal youthfulness. Extend- 
ing his thought that the instinctual life of a 
person doesn’t grow old, we might speculate 
that the constructive emotional energies 
within a personality are a resource to pre- 
serve and maintain life and mental functions, 
a balance against the destructive and deteri- 
orative force. Roheim(15) spoke of this as 
“Eros, the force that delays disintegration.” 

Certainly one cannot comprehend the com- 
plex and subtle changes of aging in mechan- 
istic and pathological terms alone. We can 
see the important role that personal factors, 
ego resources, and life experiences play in 
this process. Dynamic psychology can cast 
new light on these problems and enrich our 
understanding of the interrelationship of 
physical and psychological factors involved. 


SUMMARY 


1. A case of a superannuated man, free of 
dementia despite his advanced age, is pre- 
sented to illustrate that there is not neces- 
sarily a direct relationship between age and 
dementia. This man, on detailed study, was 
found to have high intellectual endowment 
and: good emotional resources. 

2. Dynamic concepts of aging are dis- 
cussed and the speculation presented that 
strong ego resources may play a role in re- 
sisting the onset of dementia in advancing 
age. 
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THE HYPNOTIC AND HYPNOTHERAPEUTIC UNMASKING 
INTENSIFICATION, AND RECOGNITION OF AN EMOTION? 


HAROLD ROSEN, Pu.D., M.D., Battimore, Mb. 


‘In order to facilitate radical short-term 
psychotherapy, selected patients under hyp- 
nosis may be treated, sometimes successfully, 
not only by the more usual psychotherapeutic 
techniques but also by special techniques 
made possible only as a result of the hypnotic 
interpersonal relationship. Parallel experi- 
mental neuroses(12, 23, 28), for example, 
may be induced, to be resolved with, some- 
how, the concurrent resolution of the original 
neurotic complaint symptoms(10, I1, 30, 
33). Automatic writing(36) or drawing(15, 
45) may be suggested, crystal gazing em- 
ployed(45), specific events relived(16, 34), 
or the patient regressed to various of the age 
levels through which he has already passed 
(32, 45). In addition, dreams can be sug- 
gested(2, 36, 44) and still other fantasy- 
evoking techniques utilized(45). Fantasy 
production itself, with acting out of the 
fantasy, has recently been described (32, 35), 
and the directed abreaction of hostility 
against key figures in the present (or past) 
environment has been utilized with success 
(33), as has silent consideration of other 
nonneurotic and more adequate methods of 
resolving the conflict(14, 32, 33). Less in- 
capacitating symptoms, which nevertheless 
serve the same neurotic function, have been 
substituted for those that force the patient 
to lead an invalided or hospitalized existence. 
Time distortion is now under study, and may 
offer interesting therapeutic possibilities(5, 
6). And during the past 3 years, we have 
been experimenting with the hypnotherapeu- 
tic intensification and recognition of what we 
should like to term the emotion of the mo- 
ment, and in this paper wish to make a pre- 
liminary report on results obtained by the 
adjuvant use of this technique. 


1From the Department of Psychiatry of The 
Johns Hopkins University, School of Medicine. 
This study was made possible only as a result of 
close cooperation with the Department of Medicine 
and the Division of Neurological Surgery. 

Read in preliminary form at the 118th annual 
meeting of The American Association for the 
Advancement of Science, Philadelphia, Pa., Decem- 
ber 28, 1951. 
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For various reasons patients may blot out 
awareness of emotion or awareness of events, 
and symptoms result(20). Some patients 
have what can best be characterized as a 
“feeling phobia”’(17). In others, emotions 
may obviously be aroused, even during the 
therapeutic session, but not consciously and 
spontaneously felt(17). However, during 
treatment recollection without affect is usually 
of little or no therapeutic value. When this 
occurs, if limited psychotherapeutic goals 
be set, the hypnoti¢ intensification and recog- 
nition of the underlying emotion of the 
moment may at times be exceedingly effective. 


A frigid patient, for example, whose frigidity was 
on a hysterical basis, was hypnotized and told, 
“Whatever your underlying entotion at present, 
you'll gradually feel it grow stronger, stronger anid 
stronger still, stronger than you've ever felt it be- 
fore in all your life, until it’s as strong as you're 
able to bear it, until you feel it as deeply as it’s 
possible for you to feel any emotion.” She became 
sexually aroused, fantasied herself in the midst of 
intercourse, acted it out, and experienced an orgasm 
while still in the ofc Even though insight was not 
attained, this effected'a symptomatic “cure” in her 
case. 


However, because of the underlying rela- 
tionship between present symptoms, old 
neurotic conflicts, personality development, 
and general patterns of behavior, the thera- 


peutic problem is usually much more com- 
plex (38). 

One patient, for instance, with incapacitating back 
pain for which she previously had had operative 
intervention, with this technique immediately abre- 
acted a rape. Since, despite her bodily movements, 
the opisthotonic position that she assumed would 
have made intercourse, let alone rape, impossible, 
she was hypnotically regressed on the basis of the 
intensified emotion of the moment—and was now 
3 years of age, deserted by her mother, and in the 
midst of a pronounced temper tantrum. Her arched 
back became understandable. Amnesia was not 
suggested. The pattern, she realized, applied in 
her present marital situation—and her ruptured 
disc symptoms disappeared. She was saved an 
unnecessary laminectomy, and in addition attained 
sufficient motivation to make arrangements later 
for psychotherapy on an intensive basis. 


In our experience, if the emotion of the 
moment be hypnotically intensified, sexual 
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fantasies, naked anxiety, or pronounced rage 
reactions come to the fore, frequently even 
to the point of being acted out. These are 
the only reactions, in fact, that we have 
observed among those patients with whom 
this technique so far has been utilized, either 
alone or in combination with other psycho- 
therapeutic techniques, during the course of 
their treatment under hypnosis. This of 
course is theoretically understandable. Pa- 
tients, if emotionally ill, are sick in their 
relationships with other human beings. The 
most intense emotional relationship that one 
person can have with another is usually the 
sexual one(21). Sexuality may be utilized, 
however, in our society(22) as in most 
human and some subhuman cultures(18) as 
well, for the expression and channelization 
of pronounced aggressive drives(1, 35). 
With the successful hypnotic intensification 
of the underlying emotion of the moment, if 
this it is that actually takes place, somatic 
symptoms, like those of which these patients 
complain, can no longer successfully bind 
the anxiety liberated as unacceptable sexual 
desires, and hostile, perhaps homicidal, im- 
pulses become preconscious and even con- 
scious. In therapy of this type, therefore, 
patients must at times be given sufficient 
support to make it unnecessary for them to 
turn their anger and rage against themselves, 
develop a clinical depression, and possibly 
commit suicide(32, 33, 45). 


One patient, for instance, with what for years 
was diagnosed as asthma, found himself forced to 
cease work because of the increasing frequency of 
his severe and incapacitating gasping spells. He 
became obsessed with memories of the drowning 
3 years before of a close friend, and expressed not- 
too-vague suicidal thoughts because of guilt in not 
having effected a rescue. When his emotion of 
the moment was hypnotically intensified, he de- 
veloped a pronounced rage reaction and acted out 
his desire to bash in the head of the girl friend to 
whom he was engaged and with whom he had just 
started having intercourse, knock her to the floor, 
and kick her to death in the abdomen. On the non- 
hypnotic level, he remembered that this was how 
he had once felt about his alcoholic sister and 
wondered if he had originally wished to kill both 
her and his dead friend, whose drow; » had pre- 
cipitated his symptoms. His gas; spells now 
ceased and he was able to return w work. He be- 
came somewhat depressed, however, and showed 
some mild free-floating anxiety. Since he realized 
that it was “about time,” to quote his own words, 
for him “to do something constructive’ about his 


underlying pattern, therapy continued although a 
symptom cure had been effected. 


A technique like this, whereby the under- 
lying emotion of the moment is either un- 
masked or intensified to the point of actual 
acting out by the patient of some of his 
unconscious fantasies so that they reach con- 
scious awareness, is obviously a fantasy- 
evoking technique and may profitably be 
combined in radical short-term hypnotherapy 
with other fantasy-evoking techniques.? 


To illustrate: a 26-year-old patient with what on 
occasion had been diagnosed as atypical Meniére’s 
disease was thought by the psychiatric consultant 
to be experiencing anxiety attacks without, however, 
feeling the emotion itself, but the consultant never- 
theless could not be certain of this and recommended 
a diagnostic investigation under hypnosis. The 
patient was therefore hypnotized, told under hyp- 
nosis that he was in a theatre, and asked what he 
now saw on the stage. There was a wrecked ship— 
and nothing else. He was bored watching it—and 
completely blocked. When his emotion was hyp- 
notically intensified to the point of conscious feeling 
and awareness, he grew horror-stricken, trembled 
visibly, and became breathless. Perspiration poured 
over his forehead. He was reliving the torpedoing 
of his ship 7 years ago, and the death of his com- 
rades. He had recently become obsessed by memo- 
ries of this and as a result believed life no longer 
worth living; but his depression had ceased and 
his memories been blotted out by anxiety attacks 
that had simulated a Meniére’s(34). 

For illustrative purposes, it would seem of value 
to summarize the first part of a treatment session 
with another patient, a 13-year-old boy whose left 
arm was being held, for the most part, almost at 
right angles to his body or higher. It was thought 
that this might be symptomatic of possible extra- 
pyramidal tract disease. He was therefore referred 
for investigation under hypnosis, primarily for 
differential diagnosis. When seen he was smiling 
and at ease. He found it possible to say only that 
his parents were swell, school was swell, everything 
was swell. Since his left arm was being held above 
his head, it was obvious that this was far from so. 
He was therefore hypnotized and his emotion of the 
moment intensified. (“I’m going to count to five. As 
I count, whatever feeling you now have will be- 
come stronger, stronger and stronger still. By the 
time I reach five, you'll feel it as strongly as you 
have ever felt it before in all your life. Do you 
understand? One, two, three, four, five.”) He 
began to tremble. (“What are you thinking of?”) 
“It’s my father. He’s coming into the house. He’s 
mad. He’s lost a $25 bond, a $50 bond. I’m scared. 
I’m going upstairs.” (“Why ?”) “To bed. To listen 


2 And with some non fantasy-evoking techniques 
(like time distortion, for instance) as well. Erick- 
son, incidentally, is now utilizing time distortion 
by itself to unmask naked emotion, 
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to the radio.” (“Your legs are shaking. You're shak- 
ing.”) “Yes, I’m scared when he gets mad. He 
starts to holler when he gets mad.” ‘At this point, 
the child’s thighs were quivering and he was trem- 
bling. He became silent. (“When I count to five, 
you'll pass back through time, back through time to 
another time when you felt this same way. One, 
two, three, four, five.”) The child was still trem- 
bling. He remained silent. (“How old are you?”) 
“Seven.” (“And what are you doing now?”) “I’m 
in my room—crying. He’s mad. I want to stop him, 
but I don’t know what to tell him.” (“And how can 
you stop him?”) “I don’t know.” (“Certainly you 
do.”) “Get mad at him. I want to bite him. But 
he’ll send me to bed if I do. I want to hit him! 
I want to kick him! On the ankles !—on the legs !— 
any place!—on the legs! But he’ll be more mad at 
me.” He was shrieking at this point. His left 
index finger was in his mouth, his legs were cross- 
ing and criss-crossing rapidly, and his thighs were 
rubbing against each other. At the same time, he 
kept running his right index finger and thumb 
rapidly up and down his fly, frequently pressing his 
fingers against his penis. Whatever else it did, his 
symptom served to bind the anxiety which other- 
wise would have been liberated by his masturbatory 
wishes, if he had recognized them, and his aggres- 
sive impulses against his father. After the session 
was over, he spontaneously became amnestic for the 
material he had acted out. He was, incidentally, 
the only patient in this series who was not later 
able to discuss, on the conscious level, the state- 
ments, emotions, actions, and reactions that had 
been elicited under hypnosis (37). 


This technique so far has been utilized in 
the treatment of 7 patients, and of these one, 
the 13-year-old boy with apparent extra- 
pyramidal tract symptoms, was unable to get 
into a good treatment relationship(37) ; one, 
a depressed patient with lupus, showed favor- 
able results that nevertheless could not be 
evaluated ; and 5, with diagnoses of frigidity, 
ruptured disc, hysterical asthma, atypical 
Meniére’s disease(34), and grand mal epi- 
lepsy(35), were “cured.” Follow-ups, by 
letter in some cases and in others by personal 
interview, have continued into the present 
since their discharge from treatment 11 
months to 24 years ago, the exact time vary- 
ing with the patient in question. 

We have utilized this particular procedure, 
either by itself or in conjunction with other 
hypnotic and nonhypnotic techniques, not 
only for differential diagnosis and treatment, 
but also in order to obtain some indication 
of probable prognosis. 

Our eighth patient was a 38-year-old woman, with a 


history of functional bleeding, who developed numb- 
ness and weakness of the arms and legs after having 


had an infectious illness. Six months later, her 
right arm and leg were still weak and numb. 
She was therefore hospitalized for intensive medical 
study. When seen, she was barely able to walk. The 
neurologic consultant found no objective evidence 
of organic disease of the nervous system. Despite 
her college education, verbalization was exceedingly 
difficult—and her brief statements, in reply to direct 
questions, would lead one to suspect that she was 
better adjusted in every sphere than any individual 
could possibly be, merely by reason of the fact that 
he lives in a real world, is alive, and must of neces- 
sity be in contact with other human beings. Clini- 
cally, she seemed depressed. She was hypnotized 
deeply enough for amnesia to be suggested, the 
emotion of the moment was intensified, and she was 
immediately told that, if she wished, she could do 
whatever it was she most wished to do, provided 
she really wished to do it. This was because she 
had previously stated, “What I most really wish is 
to get well, and what I most really wish to do is 
to walk.” It will be noted that her exact words were 
quoted when our permissive suggestion was given 
her. It was not so much that she stood up and 
began walking and running from one part of the 
office to the other, as that her legs started moving 
her about with her trunk hanging back and her 
hands trying to grab hold of chairs, filing cabinet, 
and other articles of furniture, to keep her from 
being moved about. She began trotting at an in- 
creasingly rapid rate, and that despite the severe 
pain that now developed in her right thigh. Al- 
though she was still unable to verbalize, it was 
believed, on the basis of this reaction, that she had 
sufficient motivation for getting well to make treat- 
ment possible, that she actually desired to do some- 
thing constructive about her underlying patterns of 
behavior, and that the prognosis as a result was 
probably good. She was therefore accepted for 
further therapy. Her thigh pain soon disappeared ; 
the leg and arm weakness cleared up; and she no 
longer complained of functional bleeding. She was 
still, however, a mildly depressed patient, but was 
no longer incapacitated by her symptoms. 


With the possible exception of the frigid 
wife, the patients in this series, during their 
treatment sessions, either re-enacted emotion- 
ally traumatic, repressed experiences or acted 
out specific fantasies back of the apparent 
medical or surgical symptoms that had so 
incapacitated them. Whatever else the hyp- 
notic interpersonal relationship is, it seems 
to be a fantasy-evoking one in which the pa- 
tient thinks, feels, experiences, reacts, and 
even acts out exactly as he believes the hyp- 
notist wishes him to, or—and this is of 
course the same thing—the very opposite of 
this(33). Asa result, if therapy of this type 
be attempted the psychiatrist must be ex- 
tremely cautious, at no time during the hyp- 
notic relationship, at least by actual verbal 
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suggestion, imposing fantasies and asso- 
ciations of his own on the hypnotized pa- 
tient. As Sullivan states(39), anything that 
“suits the physician . . . . can be ‘recalled,’ 
whether it happened or not—unless the hyp- 
notist is careful to use no leading questions 
and give no other clues as to the ‘information’ 
that he is expecting.” Therapeutic curiosity 
on the part of the psychiatrist is desirable 
and collaborative investigation with the pa- 
tient necessary(21), but this collaboration 
must of necessity stop far short of actual 
acting out by the patient of the fantasies of 
his therapist. 

This technique, of the hypnotic unmasking, 
recognition, and intensification of an emotion, 
has been utilized by us for diagnostic, prog- 
nostic, and therapeutic purposes only. It 
seems conceivable, however, that it may also 
later be used as a tool by the research psy- 
chologist. It would be beyond the field of 
our competence to comment in detail upon 
this. However, in view of the potential 
dangers involved(32, 35, 45), it would seem 
advisable, in line with one of the suggestions 
made to the Committee on Legislative and 
Professional Standards of the Society for 
Clinical and Experimental Hypnosis(29), to 
stress the fact that in our opinion such re- 
search, if it materializes, should be under 
the direct supervision of a dynamically 
oriented psychiatrist, the amount of super- 
vision varying from direct observation and 
participation, at the one extreme, to brief 
nominal review and consultation at the other, 
in accordance with the background, com- 
petence, and ability of the psychiatrist or 
psychologist doing the research. In fact, 
since even a superficially simple and in- 
nocuous posthypnotic suggestion may pre- 
cipitate a psychotic storm(3), for obvious 


8 Except on infrequent occasions, for the most 
part with acutely depressed patients, when it seems 
advisable because of the exigencies of the situation 
to introduce extraneous material for its immediate 
supportive effect. Erickson seems to feel the same 
way about this. In a letter(13) he states: “This 
caution--2bout keeping the therapist’s fantasies, 
interpretations, etc., out of the patient’s experience— 
cannot be overemphasized. However, it does have 
its place when, for example, the patient reacts to 
his traumatic past by becoming suicidal. Under such 
circumstances I will interject material that softens 
the impact and then later laboriously remove my 
intrusions.” 


reasons we believe this safeguard should be 
set up whenever clinical or experimental 
research on any phase of hypnosis be 
projected. 

During this discussion the term emotion 
has been used, but without being defined. 
We know of no satisfactory definition,* at 
least for the purposes of this paper, especially 
in view of the fact that our patients were al- 
lowed to interpret the term in whatever way 
they themselves chose, and without any com- 
ment or explanation on our part. Neverthe- 
less we believe that, with the possible excep- 
tions of the frigid patient and the one with 
the apparent Guillain-Barré, emotions clini- 
cally were both evoked and dealt with. In 
view of the current controversy in psycholog- 
ical circles between disorganizing vs. moti- 
vational theories, it seems necessary to 
emphasize the fact that, when their emotions 
of the moment were hypnotically intensified, 
some of these patients developed responses 
that seemed disorganized, disorganizing, and 
disruptive. Their reactions therefore seem 
experimental confirmation of the suggestions 
made by Young(46, 47), Landis(26), etc. 

These patients, however, had developed 
their symptoms because of emotions, im- 
pulses, drives or what have you, which other- 
wise had threatened to overwhelm them. As 
Freud originally stated, repression serves to 
withhold from motility whatever it is that for 
one reason or other is being repressed(19). 
Definitions of emotion in terms of disorgan- 
ized response as a result apply here, but on 
one level only. On another level, the term 
emotion seems used clinically to characterize 
all the phenomena, subjectively felt but 
capable of objective clinical observation and 
evaluation, which these patients utilize con- 
structively to keep their emotions (in the 
more primary disruptive sense of the term) 
from overwhelming them, as they attempt 
ultimately to restore the previous psycholog- 
ical balance. 

Definitions of emotion in terms of visceral 


4 Nor do we know of any satisfactory definitions 
for closely related concepts like those of attitude, 
affect, drive, impulse and impulsion, motivation, or 
instinct. For a series of thought-provoking articles 
in which both feelings and emotions are considered 
from almost every conceivable angle of approach, 
reference should be made to The Mooseheart 
Symposium (31). 
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responses alone are also applicable, but 
again on one level only, since, as Duffy(8) 
succinctly points out, visceral changes of one 
type or other constantly occur. Energy is 
aroused in a continuum, and definitions in 
terms of intensity of physiological arousal 
therefore also seem inadequate. To formu- 
late emotion as a biological function sup- 
plementary to instinct, rather than its psychic 
parallel(42), takes us several steps, on the 
one hand, beyond Plato’s eros and Aristotle’s 
orexis (terms that in more modern times 
have been rephrased either as the biological 
will to ‘live or as life energy), and, on the 
other, beyond the more recent concepts of 
Darwin(7) and of Cannon(4), who, in one 
way or other, considered emotions as deriva- 
tives of biologically adaptive behavior(9). 
Because of the responses shown by our pa- 
tients, we feel inclined not so much to reject 
a phenomenological approach as to incorpo- 
rate it, in order to gain a broader and clini- 
cally more workable concept of emotion and 
the problems involved, into a motivational 
framework, along with Leeper(25), Duffy 
(8), Webb(41), and Waters(40), since we 
feel that emotional responses, at least of the 
type reported here, are goal-directed, vary in 
intensity (or degree of energy mobilization), 
arise in a setting of interpersonal relation- 
ships, and are to be studied in terms of, for 
the most part, types of contacts that these pa- 
tients have had, can have, and are potentially 
able to have with other human beings. Ac- 
cording to Whitehorn(43), “the emotions 
as we know of them empirically in the clinic 
and in ordinary life, are the expression of 
sentiments in whose developinent there has 
been a large measure of cultural or conven- 
tional training.” Clinically, as Kanner states 
(24), they seem both “responses to environ- 
mental influences and... . signs of what 
goes on in the responding person. The mean- 
ing and understanding of any sort of emo- 
tional behavior are determined fundamentally 
by the setting in which it occurs, the manner 
in which a person is involved or feels that he 
is involved, his previous experience with 
similar situations, phylogenetically deter- 
mined avenues of response, social conventions 
and individual pecularities.” 

It will be noted that, unlike Loomis et al. 
(27) in their recent experimental work, we 


have in no case suggested the appearance 
and conscious awareness of a named emotion. 
Neither have we precipitated our patients, 
as Pattie is now doing by appropriate and 
carefully thought out suggestions in his re- 
cently started Rorschach studies of hypnoti- 
cally induced anger, into situations designed 
to arouse a specific emotion. Instead, we all 
but suggest to selected patients, who sympto- 
matically repress conscious awareness of 
emotion, that they “show some real feeling, 
some honest-to-goodness emotion, any emo- 
tion at all,” in order to investigate and treat, 
along dynamic lines but without going into 
transference relationships, whatever reaction 
patterns come to the fore when they attempt 
to comply with this suggestion. 

As Whitehorn (42) has stated in one of his 
earlier papers, “In clinical practice it is a 
possible and valuable artifice of psychother- 
apy to plan deliberately for situations in 
which a too complacent patient may have 
revealed to him, through an emotional ex- 
perience, the inadequacy of his attitude.” We 
do not believe that we succeeded in accom- 
plishing this, by means of this technique, with 
the frigid wife, the girl with the apparent 
Guillain-Barré and the 13-year-old adoles- 
cent wh- xept holding his arm at right angles 
to his body. But in our other 5 patients, 
intense enotional experiences were elicited 
by this means. It makes little or no difference 
in our opinion whether these responses were 
based on the underlying emotion that they 
were repressing at the moment the hypnotic 
suggestion was given. It is, however, of 
prime importance that during their thera- 
peutic sessions they were able to have an 
intense emotional experience that could be 
tied in, not only with their reaction patterns 
and the motivational bases of their behavior, 
but with their present difficulties in inter- 
personal relationships as well, so that this 
thereby could somehow be integrated into 
their personality structures. 

It seems worth emphasizing the fact that, 
while abreaction frequently takes place, ab- 
reaction per se is usually insufficient. The 
child, for instance, constantly abreacts in his 
play, and the manic in his symptoms, but 
without being cured thereby. The value of 
catharsis of this type is not, of course, to be 
minimized but therapy, as we employed it, in 
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most cases involved the use of more than 
merely abreactive techniques. Our goal was 
the attaining of insight, at least of a sort, 
and on a conscious level. 

Indications and contraindications to the 
use of this particular hypnotherapeutic tech- 
nique merit discussion. The dangers—of 
suicide on the part of the patient and, on the 
part of the therapist, of collaboration in the 
patient’s fantasies—have been commented 
upon elsewhere (32, 33, 35). Possible medi- 
colegal complications could readily be stressed 
and perhaps overemphasized, since 5 of 
these patients were treated in our private 
office, while only 3 were seen in the protected 
setting of a hospital ward. Theoretical con- 
siderations about the nature of the hypnotic 
interpersonal relationship, on the basis of 
our experience with these patients, warrant 
investigation, especially in view of the fact 
that we accept patients for treatment of this 
type only if we find we like them. We wish 
at this time, however, to stress merely the 
clinical utilization of this technique, either 
alone or in combination with other treatment 


procedures, in the facilitation of radical short- 
term psychotherapy. 


SUMMARY AND CONCLUSIONS 


1. When indicated, in order to facilitate 
rapid, radical, short-term therapy, patients 
may be hypnotized and then treated, s»me- 
times successfully, both by the more us :al 
psychotherapeutic techniques and by tec '1- 
niques made possible only as a result of .he 
hypnotic interpersonal relationship. should 
be stressed, however, that we do not con- 
sider hypnosis of itself either a therapeutic 
agent or a therapeutic technique. Patients 
with surgical disease are treated (i. e., oper- 
ated upon) not by but under anesthesia ; and 
likewise patients with emotional disease can 
be treated psychotherapeutically not by but 
under hypnosis. Our approach is channeliz- 
ing and directive, rather than suggestive or 
aggressive. 

2. A number of extremely specialized 
hypnotherapeutic techniques now exist. 
Among these is one that for want of a better 
term we have characterized as the hypnotic 
unmasking, intensification, or recognition 
of an emotion. Some patients blot out con- 


scious awareness of emotion. Though not 
felt spontaneously, it can nevertheless be 
aroused under hypnosis. If this particular 
technique be utilized, the emotion of the 
moment may erupt into conscious awareness 
with such intensity as to result even in the 
acting out of fantasies underlying those atti- 
tudes and symptoms that have caused so 
much difficulty to the patient in his relation- 
ship with other human beings. Sexual fan- 
tasies, naked anxiety, or pronounced rage 
reactions frequently come to the fore. These 
patients, however, seem to know almost in- 
stinctively, in view of the frequency of psy- 
chotherapeutic sessions and the time intervals 
between them, exactly how much anxiety 
they can tolerate during any one session. 
The problem, therefore, seems to be not so 
much that of the patient’s anxiety as the 
psychiatrist’s. Nevertheless, since defenses 
do not constitute an automatic brake, it must 
be emphasized over and over again that this 
technique is much too dangerous for use by 
therapists if they be nondynamically oriented 
or inadequately trained. 

3. The reactions elicited may be treated 
along dynamic lines, but without verbal con- 
sideration and investigation of transference 
relationships. It seems to be the intense 
emotional experience of the therapeutic ses- 
sions, sometimes by itself but usually only 
when tied in with reaction patterns, motiva- 
tional bases of behavior, early attitudes, and 
present difficulties in interpersonal relation- 
ships, that somehow is integrated into the 
personality structure and thereby helps make 
it possible for the patient to achieve warmer, 
more adequate, and more satisfying relation- 
ships with those other human beings with 
whom he finds himself—or wishes to find 
himself—in intimate daily contact. 

4. Calculated risks must at times be taken 
when treatment of this type is decided upon. 
These include those of suicide by the patient, 
of collaboration by the therapist in the fan- 
tasies of his patient, and of acting out by the 
patient of the fantasies of his therapist. Such 
pitfalls, for the most part, so it is believed, 
can be avoided. 

5. During this discussion, we have re- 
stricted ourselves specifically to the clinical 
applications—diagnostic, prognostic, and 
therapeutic—of this technique. We believe 
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it may also find use as a research tool, but in 
our opinion such research—and, in fact, all 
research with hypnosis—should be under 
supervision by dynamically oriented psy- 
chiatrists. 
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PSYCHOLOGICAL REACTIONS IN AN EMERGENCY (FLOOD)' 


W. C. MENNINGER, M.D., Topeka, 's. 


THE SITUATION 


Beginning July 10, 1951, and with increas- 
ing severity over the following 3 days, the 
Kansas River flooded much of its entire 
length, the most disastrous flood in history 
in this area. At Topeka, the river, which is 
normally 300 to 500 feet across, became 
several miles wide. The low area of the city 
to the north of the river was extensively 
flooded, with approximately 10,000 persons 
made homeless. The flood water reached the 
second story of most buildings in this section 
of the city. The entire city of 90,000 inhabi- 
tants became vitally involved, not only be- 
cause of the disaster to a large area of it, but 
because the city water supply was severely 
threatened, as was the sewer system. The 
city was entirely cut off from rail communi- 
cations, and only one highway, to the south, 
remained open. As an example of the traffic 
problem, one family in North Topeka had to 
travel 400 miles by automobile to reach the 
south side of the city. 

The entire community was almost entirely 
mobilized in connection with the flood, under 
the direction of the city, Army Engineers, 
and the American Red Cross. The city audi- 
torium, most churches, and other buildings 
were converted into shelters that had to be 
manned for the displaced persons. The job 
also included their feeding and care of their 
children, pets, and property. Very large 
numbers of men were involved in filling sand- 
bags and working on the dikes, and equally 
large numbers of women volunteered as can- 
teen workers, nurse aids, gray ladies, etc. 


GATHERING OF INFORMATION 


Our organization, The Menninger Founda- 
tion, located in the community of Topeka, in- 
cludes the residency training program for 
about 100 psychiatrists. In addition to the 
Foundation are psychiatric facilities associ- 


1Read at the 108th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 12-16, 1952. 
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ated in this program, including the 1,500-bed 
state hospital and 1,500-bed Winter Veterans 
Administration Hospital. Most of the staff 
members of these institutions, from medical 
to secretarial and maintenance persons, as 
well as many of the patients, volunteered in 
various capacities to help in this disaster. 

Immediately following the subsidence of 
the critical period, a questionnaire was sent to 
all members of the professional staff—physi- 
cians, psychologists, social workers, nurses 
—asking them to report such observations of 
special psychological significance as had come 
to their attention. I am indebted to them for 
the following summary, which is based on 
their reports. This will be limited to 2 sets 
of psychological reactions: (1) those vol- 
unteers whose property was not directly 
affected by the flood, and (2) those individ- 
uals who were the victims, in varying de- 
grees, of the flood devastation. 

None of the professional personnel par- 
ticipated in the various activities connected 
with the flood as official or critical psychiatric 
or psychological observers. Such observa- 
tions as were collected were entirely inci- 
dental to their many varied jobs of filling 
sandbags, plugging the dikes, working in the 
first aid stations, assisting in administrative 
work, Despite this fact, their professional 
interests and training provide data bearing on 
the psychological reactions, which are prob- 
ably more valid than would be data from a 
group of untrained individuals. 


REACTIONS OF VOLUNTEER WorKERS Not 
PERSONALLY AFFECTED BY THE FLOooD 


In understanding the following reactions, 
one must take cognizance of the presence of 
a very real disaster. If one was not affected 
personally, he was probably affected indi- 
rectly through many of his friends and even 
relatives in the disaster area. There was a 
very real threat to the entire city in terms of 
the water supply, electric power, and sewer- 
age system. At one time, radio instructions 
were given to draw a reserve supply of water, 
anticipating a break in the water supply. An 
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urgent recommendation was made to boil 
all water. Typhoid inoculations were given 
very extensively. The total effect on the 
major portion of the city, not directly threat- 
ened by flood because of the high land, was 
a mobilization of a very large part of the 
manpower, both men and women and to 
some degree children. The chronological 
sequence of psychological reactions of this 
group was about as follows: 

1. A vague feeling of personal threat, and 
a keen desire to want to do something—just 
anything—that would be helpful. This ur- 
gency was very definitely obvious as a ten- 
sion state, from which the individual sought 
some outlet. The nature of the assignment 
was of no importance, so long as the indi- 
vidual felt that he was “doing something.” 

2. Frustration was responsible at times for 
increasing the concern. The organization 
was clumsy at first, with vague allocation of 
responsibilities, uncertainty as to who made 
decisions, indefinite channels of communica- 
tion, and other deficiencies. Many volun- 
teers were justifiably annoyed and distraught 
because of these. Frequently an individual 
developed the feeling that “this is being done 
so stupidly, I’ll just go ahead and do it in a 
sensible way.” Often he did. 

The radio and sound trucks kept calling 
for volunteers, with the result that many 
times more persons responded than could 
be used. Not only were they likely to be 
offended when told that there was no im- 
mediate need for their services, but also many 
kept getting in the way by their persistence 
in wanting to help. 

3. Once assigned to any kind of a job the 
individual felt some relief. A very large 
number of white-collar workers turned to 
to fill sandbags. Even a larger number took 
regular turns in human chains several hun- 
dred feet long, to pass the filled sandbags to 
the water’s edge. Many people willingly went 
24 and even 48 hours without sleep. 

4. Social status disappeared entirely. Bank 
presidents and day laborers worked at the 
same job side by side. 

5. During the crisis, these groups of 
workers seemed somewhat exhilarated. Meet- 
ing the common threat to themselves, with 
a good chance of successfully meeting it, 
produced a stimulating experience. 


6. Untoward or pathological reactions in 
the mass did not occur. If acute anxiety ex- 
isted at all, it seemed to be more evidenced 
by people at a distance—often relatives many, 
many miles away, concerned about the safety 
of any friends or relatives in the city. 

7. The real tragedy of the flood was the 
aftermath. Once the crisis was over, there 
was a tendency toward more griping about 
the inefficiencies, the leadership, the organiza- 
tion, etc. Volunteers became much more 
difficult to obtain for continuing care of the 
displaced persons and for the clean-up job. 
The great rush of volunteers a week earlier 
faded rapidly. 


REACTIONS OF ViCcTIMS PERSONALLY 
SUFFERING BECAUSE OF THE FLOop 


The attitudes of the flood victims followed 
this sequence of development: 

1. Disbelief: An amazing number of 
people refused to believe that the flood could 
hit them, that it could come anywhere near 
to the previous severe flood of 1903. The 
result was that they would not move them- 
selves or their belongings out of their houses. 
Many others piled their furniture up in the 
center of the room, even though the warnin, 
had been issued that the flood water would 
destroy their possessions if left at that level. 

The result was that many individuals had 
to be rescued out of the second stories of 
their homes. Of 10,000 homeless persons, 
nearly 3,000 had to be rescued by boat. 
Some had to be forcibly evicted by the police. 
Many persons who could have had time to 
remove at least some personal belongings 
failed to do so. A large number of the refu- 
gees literally had no clothes except those on 
their backs. 

Then followed the aftermath, when they 
learned the facts about their property and 
homes. The reactions were varying degrees 
of self-incrimination and many instances of 
justified extreme dejection and discourage- 
ment. 

2. The apathy of the victims immediately 
upon displacement: Probably the most com- 
mon psychological reaction of the individuals 
in the shelters was one of apathy, varying 
degrees of confusion, and mild bewilder- 
ment. Their attitudes seemed to be that “it 
simply can’t be true.” One of the obvious 
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defenses against this situation was the ten- 
dency to be concerned about very minor 
things—that the baby didn’t have a night- 
gown, that they couldn’t have their dog with 
them in the shelter, and similar trivial con- 
cerns. 

3. Relief in talking: Although not demand- 
ing of attention, it was obvious that a very 
great number of the refugees were apprecia- 
tive of attention and welcomed anyone who 
would sit and chat with them even briefly. 
This observation is of significance in the 
planning of the care in disaster areas, and is 
a function that could very well be carried out 
by ministers, teachers, and other professional 
people. 

4. Difficulty in finding volunteers for 
work: It was a curious fact that there was 
often much difficulty in finding volunteers 
among the refugees in the shelters to help 
fill sandbags, pass sandbags at the dike, man 
the kitchens at the shelters, wash dishes, 
clean shelters, etc. In a major shelter it was 
necessary to require that the shelter be 
cleaned out before the next meal would be 
served. This reluctance may have had to do 
with the apathy and bewilderment mentioned 
above. 

5. Use of the first aid stations: The physi- 
cians in the aid stations, many of whom were 
psychiatrists, were impressed with the fre- 
quency with which the refugee victims came 
to them with minor or inconsequential com- 
plaints. It was the repeated observation that 
many such individuals would certainly not 
have sought medical aid for these under 
normal circumstances. Focusing on some 
minor complaint seemed to be another type 
of defense against the insecurity these people 
felt. There was a conspicuous absence 
of belligerence or anxious agitation. The 
prescription of any sedative was very in- 
frequent. 

6. The reaction to personal loss: As in- 
dicated above, once the individuals realized 
the extent of their loss, the great majority 


were discouraged and dejected. In reacting 
to the loss, however, the most common ob- 
servation was that those individuals who lost 
most and had least in the form of resources 
reacted with more resourcefulness and asked 
for less help than those who had lost much 
less. There were many instances where even 
in the face of complete loss of personal prop- 
erty and job, individuals were reluctant to 
accept financial assistance. Even though 
destitute, personal pride interfered or pre- 
vented the acceptance of relief. 

By contrast, there were many instances 
where the individual’s loss had been only 
partial, his job had not been interrupted, and 
some savings were available, and yet such 
persons were among the loudest demanders 
of assistance. 

7. Scape-goating was inconspicuous during 
the crisis. Afterwards, it became common. 
Unjustified reproaches were most often di- 
rected toward the city officials and the Red 
Cross for inconsiderateness, failure to take 
care of refugees, provide funds and homes, 
and similar complaints. An amazing degree 
of dependency developed in fairly large 
numbers of refugees. Many persons assumed 
that the city or Red Cross would make good 
on all losses. 


There were many other observations rela- 
tive to the success and failure of the com- 
munication system, the contrasting problems 
in the shelters where men and women were 
separated compared with those where fami- 
lies were kept together, the necessity for 
emergency hospitals for the aged and infirm, 
the much more manifest anxiety of the chil- 
dren, the recreation program provided for the 
refugee children living in the shelters, the 
sewing room for refugee women, the prob- 
lems of the relatively unprepared civilian 
community in terms of organization and 
channels to manage such a disaster, and the 
recurring problems of effective and non- 
effective leadership. 
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PSYCHOPATHOLOGY OF SCHIZOPHRENIA AND DEPRESSION * 


I. Errect of AMYTAL AND AMPHETAMINE SULFATE ON LEVEL AND 


MAINTENANCE OF ATTENTION 


Since Bleuler’s(1) studies of schizophre- 
nia it has been customary to classify the 
symptoms of this disorder into basic or pri- 
mary and accessory or secondary. In the 
basic group Bleuler included disturbances 
in association, in affect, in attention, in will, 
in activity ; also ambivalence, autism, a char- 
acteristic type of dementia, and personality 
splitting. The accessory or secondary symp- 
toms included delusions, hallucinations, nega- 
tivism, mannerisms, etc. In current practice 
the disturbances in associations and affect 
are often regarded as the most fundamental 
for diagnosis and prognosis. 

Individual patients present different de- 
grees of disturbance in the various symptoms. 
Some patients show the main descriptive 
psychopathology in affect, some in associa- 
tions, some in a withdrawal from reality, etc. 
In still other patients there is marked pathol- 
ogy in several symptoms. All these complexi- 
ties create difficulty in diagnosis. Attitudes 
toward prognosis are also influenced by these 
variations. For example, a relative preser- 
vation of affect may be thought of as a hope- 
ful sign, or a marked thinking disorder as a 
forerunner of progressive deterioration. 

A clarification of the relations among the 
primary symptoms is desirable. Is a severe 
loss of affect associated with a marked think- 
ing disorder? Do flat affect and poor atten- 
tion occur together? To what extent is the 
disturbance in attention related to that in 
association, etc.? Answers to such questions 
should give a more precise description of 
the psychopathology of schizophrenia. We 
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are not concerned here with etiology, nor 
with dynamic processes that may be reflected 
in the symptoms, nor with the theoretical 
soundness of dividing mental operations into 
elementary units. 

Lindemann (8) discovered that intravenous 
sodium amytal may greatly minimize or 
abolish the symptoms of schizophrenia. This 
drug provides a valuable method of studying 
the relations among the primary symptoms 
and their significance for diagnosis, prog- 
nosis, and the general theory of schizophrenia 
(4, 7, 8). 

To clarify the relations among these basic 
symptoms a battery of 17 tests was con- 
structed. These tests were designed to meas- 
ure certain aspects of the primary disturb- 
ances, principally disturbances in associa- 
tions, in attention, and in affect. The battery 
was administered both with and without 
sodium amytal. This paper reports on a 
reaction time test as a measure of the atten- 
tion disturbance. In subsequent publications 
results from tests involving thinking and 
affect will be presented. 

A modification of the simple reaction time 
method has been introduced as a measure of 
attention. Reactions are secured at each of 
several preparatory intervals—that is, the 
length of time between a warning signal and 
a stimulus to react. Reactions at these pre- 
paratory intervals are obtained under 2 con- 
ditions. In one, the regular procedure, the 
subject knows when to expect the stimulus 
to react; in the other, the irregular proce- 
dure, except within the range of preparatory 
intervals used, he does not. 

The first report on this technique found 
that normal subjects had faster reaction 
times on the regular than on the irregular 
procedure at short preparatory intervals(6). 
But with preparatory intervals longer than 
about 15 seconds, the reaction times on the 
regular procedure approximated those on the 
irregular. Schizophrenic patients, on the 
other hand, lost the advantage of the regular 
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procedure at much shorter preparatory in- 
tervals ; their reaction times were faster on 
the regular than on the irregular procedure 
only for preparatory intervals below about 
5 seconds. The second experiment using this 
technique reported a “set index” that dif- 
ferentiated distinctly between normal and 
schizophrenic patients(9), In the third study 
the attention of schizophrenic subjects was 
improved with the use of intravenous sodium 
amytal and amphetamine sulfate, in that their 
reaction times became faster on the regular 
than on the irregular procedure at long pre- 
paratory intervals(7). 

These investigations have indicated that 
schizophrenic patients are not able to main- 
tain attention at a high level for as long as 
normal subjects, and that their ability to 
maintain attention improves with amytal. 
It is not known whether these findings are 
characteristic solely of schizophrenia, since 
no other psychiatric groups have been re- 
ported. Neither is it known whether such 
findings are true of both early and chronic 
schizophrenia. 


SUBJECTS 


Four groups of patients were studied: 22 
chronic schizophrenic (14 men, 8 women), 
20 early schizophrenic (11 men, 9 women), 
21 manic-depressive, depressive type (10 
men, II women), and 21 neurotic (10 men, 
Ir women). The mean age of the chronic 
schizophrenic group was 39 years, range 29 
to 46; the early schizophrenic group 27 years, 
range 19 to 40; the depressive group 37 
years, range 22 to 51; the neurotic group 30 
years, range 17 to 44. The mean duration of 
illness for the chronic schizophrenic group 
was I2 years, range 4.5 to 22; the early 
schizophrenic group I year, range 1 month 
to 3 years; the depressive group 9 months, 
range I month to 3 years ; the neurotic group 
6 years, range 5 months to 24 years. The 
average educational level was approximately 
12 years in all groups, with a range from 
7 to 19 years. The subtype distributions in 
the groups were as follows: chronic schizo- 
phrenic: 5 paranoid, 2 catatonic, 1 hebe- 
phrenic, 3 simple, and 11 unclassified ; early 
schizophrenic: 16 paranoid, 1 hebephrenic, 
1 simple, and 2 unclassified; neurotic: 4 
anxiety, 4 psychasthenia, 3 hysteria, 2 psy- 
chosomatic disorders, and 8 mixed. 


The early schizophrenic and depressive 
patients were tested before receiving any 
treatment. Of the chronic schizophrenic 
patients, 8 had received electrotherapy about 
2 years, on the average, before testing. The 
neurotic patients, tested after psychotherapy 
and just prior to discharge from the hospital, 
were recovered or markedly improved and 
may be considered as approximating a normal 
group. No subject had a complicating physi- 
cal disorder that interfered with testing. 


TECHNIQUE 


In the apparatus(7), a flash of light from 
a small bulb served as a warning or signal to 
the subject to prepare to react. The stimulus 
to react was the sound of a buzzer. Reaction 
times were recorded by an automatic electric 
timer in hundredths of a second. Five to 10 
practice trials were given prior to an irreg- 
ular procedure, which came first. Twenty 
reactions were secured at each of 3 pre- 
paratory intervals—2, 5, and 10 seconds; 
these trials were presented in random order. 
Then a regular procedure with the same pre- 
paratory intervals was applied, 20 consecutive 
reactions being secured at each; the order 
of presentation by intervals was 5, 2, and 10 
seconds. In the regular procedure the subject 
was told, for each preparatory interval, that 
the time between the light and the buzzer 
would be the same for the group of trials to 
follow. Rest periods of 2 minutes were pro- 
vided at the middle and end of the irregular 
and before each new preparatory interval of 
the regular procedure. Extra rest was pro- 
vided for subjects who became fatigued. The 
instructions * to the subject emphasized the 
reaction movement so as to secure the 
quicker and less variable muscular reactions 
(10). Patients were reinstructed when 
necessary. 

A week later, on the average, each sub- 


2 The instructions were: “When I say ‘ready,’ 
press the key with your finger. After the light 
flashes you will hear a buzzer. When you hear the 
buzzer, push your finger off the key as quickly as ° 
you can. Remember, press the key with your finger ; 
then when you hear the buzzer, move your finger 
off the key as rapidly as possible. The light is just 
a warning for the buzzer. It is to remind you to 
get ready to move your finger when you hear the 
buzzer. Then move your finger off the key as fast 
as you can, Concentrate on moving your finger. 
After you remove your finger, wait for the next 
trial.” 
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ject was retested following the intravenous 
injection of sodium amytal and amphetamine 
sulfate. Amphetamine sulfate combats the 
hypnotic effects of the amytal(3). The aver- 
age injection was 5 gr. of sodium amytal, 
range 2.25 to 7.5, and 13 mg. of amphetamine 
sulfate, range 6 to 20. The drugs, mixed in 
the same syringe, were given at the rate of 
I cc. per minute until slight nystagmus was 
produced on lateral gaze. With subjects 
who developed transient unsteadiness and 
lightheadedness testing was not begun until 
15 or 20 minutes after the injection. 

Each patient’s cooperation was rated on a 
scale* ranging from A to E. Only patients 
who gave C or better cooperation were in- 
cluded in the analysis. The cooperation rat- 
ings without drugs were as follows: chronic 
schizophrenic: A 5, B 17; early schizophre- 
nic: A 5, B15; depressive: A 6, B 12, C 3; 
neurotic: A 10, B 11. With drugs the ratings 
were as follows: chronic schizophrenic: A 5, 
B 16, C 1; early schizophrenic: A 6, B 13, C 
1; depressive: A 12, B 9; neurotic: A 13, 
B 8. The change with drugs in the patient’s 
affect was rated as moderate, slight, or no 
change. 


RESULTS 


Table 1 shows the group means and stand- 
ard deviations for both procedures on the 
nondrug and drug tests. The means are 
plotted in Fig. 1. On both procedures, with 
and without drugs, the chronic schizophrenic 
group was significantly slower than the other 
3 groups, while the neurotic group was sig- 
nificantly faster than the other 3 groups. The 
depressive group was slower than the early 
schizophrenic group, though not significantly 
so ; both differed significantly from the other 
2 groups. 


8 Cooperation was rated as: 
A: Active interest and enthusiasm for tests. Very 
good and consistent effort. 
B: Good cooperation but not enthusiastic nor very 
interested. 
C: Fair cooperation; patient does as told only 
after some urging. Work somewhat per- 
functory. 
Results obtained only after considerable urging 
and because of general pressure. Considers 
examination disagreeable task. 
E: Absolutely refuses cooperation; no results. 
Numerical values were assigned to the ratings as 
follows: C—, 1; C,2; C+, 3; B—, 4; ete. 


D: 


With drugs all groups slowed on both pro- 
cedures at all preparatory intervals, except 
the depressive group. The slowing was signi- 
ficant except in the early schizophrenic group 
on both procedures at the 10-second interval, 
and in the chronic schizophrenic group on the 
regular procedure at the 10-second interval. 
The depressive group speeded everywhere, 
and significantly at the 10-second interval. 


MEAN REACTION TIME ( 


T 


PREPARATORY INTERVAL (SEC) 


Fic. 1.—Mean reaction times for the diagnostic 
groups by intervals and procedures, without and 
with drugs. 


The chronic schizophrenic group was much 
more variable without drugs than the other 
3 groups (Table 1) ; the neurotic group was 
least variable. With drugs the chronic schizo- 
phrenic group showed a decrease in variabil- 
ity on both procedures ; the depressive group 
also showed some decrease in variability 
though not as much as the chronic schizo- 
phrenic group, and mainly on the regular 
procedure. With drugs the other 2 groups 
showed minor changes in variability. 

Reaction times on the regular procedure 
were significantly faster than on the irregular 
for all groups at all preparatory intervals 
both with and without drugs, with the ex- 
ception of the chronic schizophrenic group 
at the 10-second interval without drugs, 


. 
Key 

o—e \ 4 

SCZOPHRE MIC 
aol | O—o \ 
\ 
~ 
\ 

\ 

\ 

15) 
‘a 

| 


134 


PSYCHOPATHOLOGY OF SCHIZOPHRENIA AND DEPRESSION 


Aug. 


where the regular was about the same as the 
irregular. Under drugs, however, the chronic 
schizophrenic group, like the other groups, 
was significantly faster on the regular than 
on the irregular at all preparatory intervals. 
At the 10-second interval this change was 
brought about by a slowing of the irregular 
procedure and the absence of slowing of the 
regular procedure. 


lar. As the length of the preparatory in- 
terval increased, fewer subjects in all groups 
had the regular faster than the irregular. The 
greatest effect of lengthening the interval 
was in the schizophrenic patients, more so 
in the chronic group; the least effect was in 
the neurotic group. With drugs the schizo- 
phrenic patients, both early and chronic, 
showed improvement at each interval, most 


TABLE 1 


Grove MEANS AND STANDARD DEVIATIONS FOR THE D1IAGNosTIC GROUPS BY PREPARATORY INTERVALS 
AND BY ProcepURES WITHOUT AND Drucs 


WITHOUT DRUGS 


2” prep. interval 


5” prep. interval 10” prep. interval 
A. 


Regular 


&.D. 
10.6 


Irregular 


S.D. Mean 


32.7 


Group Mean 
Chronic schizophrenic .. 39.3 
Early schizophrenic ... 29. 
Neurotic 2.5 


Irregular 


Mean 
34-5 
26.0 
27.6 
20.4 


‘ 
Regular Irregular Regular 


S.D. Mean 
32.2 
23.1 
25.9 
17.3 


S.D. 
10.8 


Mean 


WITH DRUGS 


Mean 


Chronic schizophrenic .. 
Early schizophrenic ... 
Depressive 

Neurotic 


Mean 
32.0 
24.7 
23.7 
18.3 


S.D. 


(Reaction times in hundredths of a second) 


TABLE 2 


PERCENTAGE OF PATIENTS BY DIAGNOSIS WITH 
REGULAR FASTER THAN IRREGULAR PROCEDURE, 
WItTHout AND WitTH Drvucs 


Preparatory interval 


2 10” 


% % 
Without drugs 


Chronic schizophrenic 77 73 59 
Early schizophrenic 90 90 75 
Depressive 95 81 81 
Neurotic 


Group 


95 
With drugs 


Chronic schizophrenic 
Early schizophrenic 
Depressive 

Neurotic 


Since normal subjects react more quickly 
on the regular than on the irregular procedure 
up to prepar .tory intervals of about 15 sec- 
onds(6, 7), an analysis was made of the 
number of patients with this relation between 
the procedures. The results are presented in 
Table 2. Without drugs the chronic schizo- 
phrenic group was the poorest, the neurotic 
the best, with the other 2 groups intermediate. 
At the 2-second interval all the neurotic pa- 
tients had the regular faster than the irregu- 


TABLE 3 


Set InpEx By DraGNostic Groups, WITHOUT AND 
WitH Drucs 
Without drugs 


S.D. 
23.7 


With drugs 


S.D. 
17.6 


Group 


Mean 
61.8 
46.7. 18.3 
424 143 
36 #8728 


Mean 
Chronic schizophrenic ... 70.6 
Early schizophrenic 12.5 
Depressive 21.2 
Neurotic . 9.0 


marked at the 10-second. The depressive 
group showed only a slight change and the 
neurotic group no change. 

In order that one score might represent 
the patient’s performance, a “set index” (9) 
was computed. Various formulas were tried ; 
the one finally used was: Mean of 10” regu- 
lar/Mean of 10” irregular, multiplied by 
maximum reaction time on irregular at any 
interval. The quicker the reaction time on 
the regular procedure as compared with the 
irregular, the smaller is the fraction in the 
formula. Low variability and a good per- 
formance level reduce the magnitude of the 
multiplier in the formula. A low set index 
therefore represents good attention. 

Set index results are shown in Table 3. 
In both the nondrug and drug conditions the 


i 
|| 
30.6 8.8 
5.3 22.0 4-4 
5.8 25.5 7.5 
; 3.0 17.2 2.7 
S.D. S.D. | S.D. S.D. S.D. 
41.9 10.2 35.8 8.9 36.5 7.9 34.2 8.2 36.0 8.1 6.9 
32.2 5.2 26.2 5.4 27.9 5.2 24.2 5.4 27.2 5.2 5.7 
30.9 5.8 24.6 6.4 26.7 5.6 24.1 5.3 26.0 5.7 5.2 
26.4 4-7 18.6 3-9 22.2 4-7 18.7 3.2 21.6 4-5 3-5 
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rank order of the diagnostic groups was as 
follows: chronic schizophrenic (poorest), 
early schizophrenic, depressive, and neurotic. 
All groups improved on the set index with 
drugs except the neurotic, which was slightly 
poorer. The improvement approached signifi- 
cance in the chronic schizophrenic group. 
All groups were less variable with drugs 
except the early schizophrenic. 

With a set index of 45 as an arbitrary 
division point, without drugs 9% of the 
chronic schizophrenic, 40% of the early 
schizophrenic, 57% of the depressive, and 
95% of the neurotic patients had lower in- 
dices. Thus the index differentiated almost 
perfectly the chronic schizophrenic from the 
neurotic patients. With drugs 18% of the 
chronic schizophrenic, 65% of the early 
schizophrenic, 67% of the depressive, and 
95% of the neurotic patients fell below a 
set index of 45. Thus the set index indicates 
some improvement in attention with drugs ; 
however, the index still separates the chronic 
schizophrenic group from the neurotic group. 
The set index is a valid device for correlation 
purposes. 

Correlations between set index and sepa- 
ration of procedures at the 10-second interval 
were low or nonsignificant. For all groups 
combined the correlation was—.30 without 
drugs, and—.14 with drugs. These coeffi- 
cients indicate that a large part of the varia- 
tion in the set index is due to factors other 
than the degree of separation at the 10-sec- 
ond interval. 

An analysis was made to determine the 
relation of the results to cooperation, dura- 
tion of illness, schizophrenic subtype, and 
change in affect under drugs. 

Good cooperation is associated with a low 
set index. However, the correlations are 
low, that without drugs being —.34 and that 
with drugs—.4o. Change in cooperation 
from nondrug to drug test correlated—.23 
with change in set index. The magnitude of 
these correlations indicates a minimal in- 
fluence of cooperation. This is to be expected 
since very poor cooperators were excluded 
from the analysis. 

Inspection of the data showed no associa- 
tion between duration of illness and the re- 
lation between regular and irregular pro- 
cedures. For each group correlations between 


duration of illness and set index, without 
and with drugs, and between duration of ill- 
ness and change in set index from nondrug 
to drug test were essentially zero. For the 
early and chronic schizophrenic groups com- 
bined, there was a tendency for longer dura- 
tion to be associated with poorer set indices: 
nondrug, r=.45, drug, r=.31. These coef- 
ficients were significant, respectively, at the 
1% and 5% levels. The data did not reveal 
any superiority of one subtype over another 
in the relation between regular and irregular 
procedures nor in the set index, whether 
without or with drugs. Change in affect with 
drugs might be thought of as related to 
change in attention. Using the intraclass 
correlation method no significant relation was 
found between change in affect and change 
in set index from nondrug to drug test. 

No practice or fatigue effects were noted 
in the data. The 8 patients in the chronic 
schizophrenic group who had received elec- 
trotherapy performed better than the remain- 
der of this group. However, these 8 were 
still considerably poorer than the patients in 
the early schizophrenic group. The correla- 
tion of nondrug set index with age was .25. 
Age is a negligible factor in the results. 


DISCUSSION 


In the reaction time experiment the higher 
the state of preparation to react the quicker 
the reaction time. Generally it takes a nor- 
mal subject about 2 seconds to achieve his 
optimal level of attention(10). Preparatory 
intervals longer than 2 seconds permit the 
subject’s attention to waver and make him 
more susceptible to distractions; thus the 
maintenance of attention at a high level 
becomes difficult. For discussion it is con- 
venient to distinguish level of attention and 
maintenance of attention. 

In general, whether we compare by pro- 
cedures, by length of preparatory interval, or 
by drug condition, the chronic schizophrenic 
group was the poorest, the neurotic best, 
with the early schizophrenic and depressive 
groups falling between these 2 groups. From 
this we infer that the level of preparation or 
attention follows the same rank order. 

Since the most variable group was the 
chronic schizophrenic, there is a wider dis- 
tribution of level of attention in this group. 


ra 
| | 
| 
| 
| 
“sa 
4 


136 


PSYCHOPATHOLOGY OF SCHIZOPHRENIA AND DEPRESSION 


[ Aug. 


Under drugs the chronic schizophrenic and 
depressive groups became more homogene- 
ous, while the early schizophrenic and neu- 
rotic groups became less so. Thus it appears 
that, under the condition of drugs, it is easier 
for the better groups to deteriorate in level 
of attention than the poorer groups. 

Under drugs all groups except the depres- 
sive slowed on both the regular and irregular 
procedures. How can the selective influence 
of the drugs be explained? Change in co- 
operation might be involved, since the depres- 
sive group showed a slight improvement in 
cooperation with drugs; the other 3 groups 
did not change essentially in cooperation, 
yet slowed in reaction time with the drugs. 
However, the correlation between change in 
cooperation and change in set index with 
drugs is so low that this explanation is not 
sufficient. Barbiturates in subnarcotic doses 
produce clinically observable response dif- 
ferences in depressive and schizophrenic pa- 
tients(2, 5). The reaction time of normal 
subjects is slowed by intravenous amytal and 
amphetamine sulfate(7). Possibly both 
physiologic and psychologic factors are in- 
volved in the speeding of the depressive 
group and the slowing of the other 3 groups 
with drugs. Whatever the explanation, the 
differential effect of the drugs on reaction 
speed raises a problem of fundamental 
interest. 

Maintenance of attention can be discussed 
from a comparison of the regular and irregu- 
lar procedures. In the regular procedure the 
subject knows when to expect the stimulus, 
but the irregular procedure is less definite. 
The subject knows only that the stimulus 
will occur at a short interval (2 seconds), a 
middie interval (5 seconds), or a long in- 
terval (10 seconds) after the warning signal. 
He is instructed, however, to react as quickly 
as possible. Under these conditions he may 
attempt to hold his attention at a maximal 
level throughout the whole preparatory in- 
terval ; or he may reach his best level in an- 
ticipation of the 2-second interval and if this 
does not occur, relax his attention, and then 
return to his best level in anticipation of the 
5-second interval, etc. ;or finally he may adopt 
for the whole interval a level somewhere 
below his best level. Whatever his prepara- 
tory attitude may be, the irregular procedure 


elicits a lower state of preparation than the 
regular. 

As the length of the preparatory interval 
increases, reaction times on the regular pro- 
cedure increase. In normal subjects, with 
preparatory intervals of about 15 seconds, 
the reaction times of the regular procedure 
approximate those of the irregular. For 
subjects who have difficulty maintaining 
attention the reaction times on the irregular 
procedure approximate those on the regular 
at intervals shorter than 15 seconds. This 
occurred in the chronic schizophrenic group, 
without drugs, at the 10-second interval. 

Under drugs all groups are everywhere 
faster on the regular than on the irregular 
procedure. Here the chronic schizophrenic 
group shows a highly significant difference 
between the 2 procedures. The same point 
can be emphasized from Table 3. Without 
drugs, 59% of the chronic and 75% of the 
early schizophrenic patients had the regular 
faster than the irregular at the 10-second 
interval. Under drugs the corresponding 
percentages increased to 91 and go. The 
drugs improved the ability of both the early 
and chronic schizophrenic patients to main- 
tain their attention. Under drugs the depres- 
sive and neurotic patients continued to main- 
tain their attention at the nondrug level. 

We can now clarify the main problems of 
this study. Having the regular procedure 
slower than the irregular at long preparatory 
intervals is found much more prominently 
in the schizophrenic than in the nonschizo- 
phrenic patients. Also, it is found more 
commonly in chronic than in early schizo- 
phrenic patients. It is not, however, a phe- 
nomenon of schizophrenia alone, since some 
depressive patients and, occasionally, neurotic 
patients show it. 

It will be recalled (Table 3) that the 
chronic schizophrenic patients had the poor- 
est set index and the neurotic the best, both 
without and with drugs. This set index is 
a sim) :caneous measure of separation of pro- 
cedures, level of preparation, and variability. 
As a complex measure of attention, the set 
index does not correlate highly with sepa- 
ration of procedures at the 10-second inter- 
val. When speaking of disturbance in at- 
tention, therefore, it is desirable to specify 
the type of disturbance and the conditions 
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under which it occurs. Disturbance in atten- 
tion is a general term that may involve one 
or more factors. 

The failure to find a higher relation be- 
tween duration of illness and set index is 
interesting in view of the marked difference 
in reaction time results in the chronic schizo- 
phrenic group as compared with the other 
groups. Duration of illness only indicates 
the passage of time. It is not highly related 
to a progressive deterioration in attention. 
It might be suggested that the difference 
between the early and chronic groups reflects 
a subtype difference, since our early group 
had more paranoid patients than the chronic 
group. However, most of the unclassified 
patients in the chronic group had shown 
paranoid symptoms early in their illnesses. 
Also, inspection of the subtypes revealed no 
superiority of one subtype over another. The 
explanation of the difference in results from 
the chronic and early groups requires fur- 
ther investigation. 


SUMMARY AND CONCLUSIONS 


As part of a larger study of the relations 
among the primary symptoms of schizo- 
phrenia, this report is concerned with the 
attention disturbance. A reaction time tech- 
nique employing 2 procedures, a regular and 
an irregular, was used to measure attention. 
In the regular procedure the length of the 
preparatory interval, that is, the time between 
a visual warning signal and an auditory re- 
action stimulus, was constant for all reactions 
to that interval. In the irregular procedure 
the length of the preparatory interval was 
varied randomly. Three intervals were used : 
2, 5, and 1o seconds. This technique was 
applied to 4 groups of patients: 22 chronic 
schizophrenic, 20 early schizophrenic, 21 
manic-depressive, depressive type, and 21 
neurotic. All patients were tested without 
and with intravenous sodium amytal and 
amphetamine sulfate. Amytal alters the pri- 
mary symptoms in many cases of schizo- 
phrenia. 

The main results of the experiment were 
as follows: 

1. Without drugs the chronic schizophre- 
nic group was significantly slower in reaction 
time than the other 3 groups, and the neurotic 
group significantly faster, while the early 


schizophrenic and depressive groups were 
intermediate. With drugs the reaction time’ 
of the schizophrenic and neurotic groups 
slowed ; that of the depressive group speeded. 

2. Reaction times on the regular proce- 
dure were significantly faster than on the 
irregular for all groups at all preparatory 
intervals both with and without drugs, with 
the single exception of the 10-second interval 
without drugs for the chronic schizophrenic 
group. Here the reaction times on the regu- 
lar and irregular were about the same. Under 
drugs, however, the chronic schizophrenic 
group also had significantly faster reaction 
times on the regular procedure at all intervals, 
including the 10-second. 

3. An analysis of the percentage of pa- 
tients who had the regular procedure faster 
than the irregular showed that without drugs 
the highest percentage was in the neurotic 
group and the lowest in the chronic schizo- 
phrenic group. Without drugs, as length of 
preparatory interval increased, the percentage 
of patients having the regular faster than the 
irregular declined; this was marked in the 
chronic schizophrenic group. Under drugs, 
in contrast, the percentage of patients who 
had the regular faster than the irregular was 
approximately the same for all diagnostic 
groups at each preparatory interval. 

4. A “set index” of attention, based on 
the relation between the regular and irregular 
procedures, level of performance, and vari- 
ability, without drugs, differentiated the 
chronic schizophrenic patients almost per- 
fectly from the neurotic patients. Under 
drugs the set index of the chronic group 
showed a degree of improvement approach- 
ing significance. 

5. An analysis of factors possibly related 
to the results indicated a slight correlation 
between cooperation and set index, changes 
in cooperation and changes in set index with 
drugs; and in the combined schizophrenic 
groups between duration of illness and set 
index. No relation was found between dura- 
tion of illness and the separation of proce- 
dures, nor between schizophrenic subtype 
and the separation of procedures or set index. 

From these results we conclude: (A) 
Level of attention is best in the neurotic 
group, poorest in the chronic schizophrenic 
group, with the early schizophrenic and de- 
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pressive groups falling between. (B) In- 
travenous sodium amytal and amphetamine 
sulfate have a differential effect, improving 
the level of attention in depressive patients 
and making it poorer in the other 3 groups. 
Whether the explanation of this difference 
is primarily physiologic or psychologic re- 
quires further investigation. (C) Having 
the regular procedure slower than the irregu- 
lar on long preparatory intervals is a more 
prominent characteristic of schizophrenia 
and especially of chronic schizophrenia than 
of depression or neurosis. Hence, schizo- 
phrenic patients, and especially chronic 
schizophrenic, have more difficulty main- 
taining a level of attention than depressive 
and neurotic patients. (D) Intravenous 
sodium amytal and amphetamine sulfate im- 
proved the ability of chronic schizophrenic 
patients to maintain a level of attention, as 
measured by the relation of the regular and 
irregular procedures. On a more complex 
measure of attention, the set index, schizo- 
phrenic patients showed some, but not signifi- 
cant, improvement with drugs. Hence the 
disturbance in attention in schizophrenia is 
not a unitary characteristic but has several 
aspects. 
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FUNCTIONAL DESIGN OF PSYCHIATRIC HOSPITALS + 
LESLIE A. OSBORN, M.D.,? Mapison, Wis. 


Ninety-eight years ago Dr. Thomas Kirk- 
bride published a book entitled, “On the 
Construction, Organization and General Ar- 
rangement of Hospitals for the Insane.” 
This work was enlarged in 1880, 3 years 
before his death. Kirkbride’s influence on 
psychiatric architecture and thinking in his 
day was very strong. Quite a few buildings 
of the Kirkbride type constructed during 
his lifetime are still in use, examples being 
those here at Mendota and at Winnebago. 

Unfortunately, design of buildings has 
not kept pace with developments in either 
architecture or psychiatry since Kirkbride’s 
time. A survey by the United States Public 
Health Service reported in 1946 that there 
was great need for architects and psychi- 
atrists to collaborate and for new concepts 
to find expression in building plans. Reports 
of this survey are available through the 
National Association for Mental Health. 

The keynote of modern architecture is 
functional design. Despite the ever-growing 
selection of methods and materials at his 
command, an architect can design a satis- 
factory building only if he can plan it in 
close relation to the purposes it is to serve. 
This is like a tailor making a suit to a cus- 
tomer’s order ; to have the suit fit exactly, he 
must have full and accurate measurements 
of his client. To design a psychiatric build- 
ing, a architect needs to have a clear idea of 
the purposes it is to serve, and how these will 
be carried on within it. Consequently, the 
first step in planning any building should be 
preparation of a full and clear statement of 
program. This needs to be supplemented 
with a series of informal conferences with 
the architects. In our state planning, this 
original statement is necessary to justify the 
request for a building to the Board of Public 
Welfare, which sets policies and recommends 
construction. New construction requires 


1Delivered before the Milwaukee Neuropsy- 
chiatric Society at Mendota State Hospital, Madi- 
son, Wis., April 16, 1952. 

2 Director, Division of Mental Hygiene, State 
Department of Public Welfare, and Professor of 
Psychiatry, University of Wisconsin Medical 
School. 


legislative action, and replacement of old 
buildings falls within the functions of the 
legislature’s planning commission. Here we 
are discussing plans of buildings whose con- 
struction has been approved both by the 
Board and by the legislature. 

The aim of an architect is to design a 
structure to house a function. Once built, the 
structure has a big and inevitable influence 
on function. All of us have had to struggle 
against the difficulties created by buildings of 
obsolete or nonfunctional design. It is in- 
cumbent upon us as we take our responsi- 
bility for present construction to realize how 
much of a say we are having in the condi- 
tions under which people will be obliged to 
work for years to come. It may be well to 
review some of the principles that should 
be considered in planning any psychiatric 
building or unit. 

Hospitals are provided to care for the sick 
in such a way that the latter recover their 
health. Predominant consideration in design 
should be efficiency of patient care. Such a 
statement sounds trite, yet it is necessary 
because tradition is so strong, expediency so 
easy, and false economy may readily be con- 
fused with true minimizing of cost. If the 
job is worth doing, it should be done ade- 
quately to serve patients in the best way pos- 
sible, with due consideration for avoiding 
unnecessary expense. 

Norman Cameron * has pointed out that 
in learning, efficiency develops by processes 
of exclusion and inclusion. Exclusion elimi- 
nates whatever is unnecessary, and inclusion 
makes sure that essentials are present. In 
planning a building, first drafts are likely 
to omit necessities and include superfluities. 
From this start, there has to be a lot of de- 
tailed work to arrive at the simplest and most 
effective way of serving function. Planning 
takes much time, thought, and effort. As 
each of us has his blind spots, there is a need 
for different points of view. These should 
come not only from different persons in the 
same profession, but from representatives of 


3 The Psychology of Behavior Disorders. Boston, 
Houghton Mifflin Co., 1947. 
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all the professional and nonprofessional per- 
sonnel who will work in the completed build- 
ing. As the structure is being planned for 
them, sometimes consultation with patients 
able to give a “patient’s-eye view” produces 
useful ideas. To make sure of anticipation 
of needs and economy of effort in carrying 
them out, there must be teamwork, confer- 
ences, and consultations throughout the plan- 
ning stages. Free imaginativeness is neces- 
sary to anticipate living and working in the 
completed setup. Visits to institutions al- 
ready serving such purposes and learning 
from their experience what to do and what 
not to do are well worth while. 

The response of the patient as a person to 
his surroundings has to be envisioned. How 
will a sick and troubled person react to the 
atmosphere created or expressed through 
the new structure? It must be remembered 
that patients respond primarily and princi- 
pally to people, and only secondarily to build- 
ings. They will be relaxed and benefited by 
contact with a friendly, helpful staff even in 
unsuitable buildings. They will be tense and 
unhappy even in palatial surroundings if they 
feel neglected, patronized, or dealt with in a 
distant, impersonal manner. The building 
should help the staff members do their work, 
and by its arrangement and atmosphere speak 
of a helpful, thoughtful, personal attitude to- 
ward the patient and his illness. This is a 
far cry from the old fortress construction, 
the barren futility of long, dark corridors 
and the barred windows provided in the false 
belief that violence and dangerous tendencies 
are common attributes of mentally ill people. 
Actually, much of the picture we have de- 
veloped of mentally ill patients may have 
come from the secondary effect of institu- 
tional conditions rather than from any pri- 
mary and inherent characteristics of their 
illnesses. With kindly, constructive per- 
sonal care and relaxing, well-planned sur- 
roundings patients quickly show quieting and 
response to a program calculated in their 
interests. 

Sometimes architects unconsciously are in- 
fluenced by their lay ideas of mentally ill 
patients, and so tend to keep reintroducing 
maximum confinement features, which once 
were mistakenly thought of as “security” 
measures. It takes some time to have them 


realize that these elicit rather than control 
disturbed reactions. We all know from ex- 
perience that a strong dress challenges a 
patient to be destructive, whereas attractive 
clothing, like our Sunday best, elicits a tend- 
ency to be careful of it. Force begets force: 
fear of patients, forceful restraint, and con- 
finement make people treat patients in such 
a way that the latter can scarcely hold in 
their pent-up aggressions. Friendly, confi- 
dent, positive handling by staff helps the pa- 
tient to self-control. Pent-up aggressions do 
not find release, and the frustrations leading 
to them gradually are eliminated. 

Maximum freedom, rather than locks and 
confinement, is the objective of present-day 
psychiatric programs. A patient’s ability to 
function freely and in a self-controlled way 
in the community is impaired or taken away 
by his illness, not by the hospital staff. This 
compares with the situation in which a phys- 
ician recommends bed rest for a decompen- 
sated cardiac patient. Illness, not the doctor, 
takes away the patient’s ability to walk about 
and to climb stairs. The aim of treatment in 
either instance is to increase the range of a 
patient’s activities as quickly as his under- 
lying illness will permit. In a psychiatric 
hospital, the more a patient has self-direction 
and scope for self-expression, the better. 
This should show itself in design; for ex- 
ample in the provision of self-service in the 
cafeteria rather than passive table service, 
and in giving a patient a room of his own 
and an opportunity to care for it rather than 
giving him herd care in a big dormitory. 

Within a general hospital there is a group- 
ing of patients and an adaptation of design 
according to the nature of the illnesses to be 
treated. There has to be similar subdivision 
within a psychiatric hospital. Beyond this, 
there is one important point where the dif- 
ference between a general and a psychiatric 
hospital has sometimes been insufficiently 
recognized. In a general hospital, because 
many patients are nonambulatory, the bed is 
the area of treatment. In a psychiatric hos- 
pital patients receive most of their treatment 
when they are not in bed. Much more im- 
portance attaches, accordingly, to the provi- 
sion of daytime activities in a psychiatric 
hospital. The tendency to lump together all 
mental illness has made difficult the differen- 
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tiation of program within an institution, or 
the provision of sufficient variety of insti- 
tutional care for the wide range of illnesses 
to be treated. When all sorts of patients are 
mixed in together regardless of illness, age, 
or ability to socialize, there is little opportu- 
nity to do justice to needs of any group of 
patients. This, of course, is a question of 
planning the total state program. 

More than 60 years have elapsed since 
the word asylum, which really meant a refuge 
from the storms of life, began to change to 
hospital. Though this change was intended 
to place the emphasis on treatment, we all 
recognize the idea has not yet been fully 
carried into realization. Those responsible 
for running a psychiatric hospital have 3 
important considerations—medical, custodial, 
and legal. Of course, medical considerations 
should always be primary. However, mass- 
ing patients together in crowded wards and 
mammoth institutions means that custody 
overwhelms individual medical care. Criti- 
cism of staff as if they were responsible for 
the very conditions that hamper their work 
may set them on the defensive, so that play- 
ing safe may take precedence to an unortho- 
dox or original line of procedure that might 
help a patient get well, and legal formality 
thus constrains medical care. As the con- 
striction of society’s inconsistent rules and 
customs has often been contributory to a 
patient’s illness, an institution based upon 
rules and regulations is not likely to be as 
conducive to recovery as one that is relaxed 
and permissive. A friendly personal atmos- 
phere in a therapeutically designed setting 
gives maximum self-expression to patients, 
and control is self-control with an accepted 
professional guidance by the staff. 

Pessimism and understaffing combined 
with unfavorable conditions in the past to 
make most psychiatric institutions “custo- 
dial.” Since little was thought possible in 
therapy, little provision was made for treat- 
ment. It is contrary to every medical tradi- 
tion when confronted with illnesses beyond 
present skill and knowledge to be licked 
without a fight. Illnesses such as poliomyeli- 
tis and cancer have not been unanswered in 
the challenge they offer, and we cannot be 
proud that such large numbers of sick people 
in our psychiatric institutions have had so 
little consideration from the medical profes- 


sion as a whole. Whether we can bring about 
their recovery or not, patients should have 
the best care we can offer, and research must 
be vigorously carried on until medical con- 
quest of disease is extended to previously 
baffling illnesses. We can no longer coun- 
tenance “custodial” institutions. 

The treatment area should be the first con- 
sideration in a psychiatric hospital. To deal 
with the individual problems of each patient 
there must be sufficient interview rooms prop- 
erly set up for the interpersonal type of work 
done by psychiatrists, social workers, and 
psychologists. Nursing provision has to be 
adapted to the type of patient care involved. 


Group therapy and occupational or recrea-. 


tional activities need suitably designed and 
equipped areas. All of us have been handi- 
capped many times by the gross lack of in- 
terview offices in psychiatric hospitals. There 
is obvious need for provision of examination 
and treatment facilities for medical and sur- 
gical care of patients. 

The second important area is that of pa- 
tient activity, which is part of the supportive 
therapeutic influence of hospital life. This 
has to be diversified to meet patients’ prefer- 
ences and interests, and suited both to the 
needs and temporary limitations of patients. 
It induces resocialization by providing a 
community life inviting participation and 
conducive to improvement, anticipating earli- 
est possible community return. 

The third area is that for living accom- 
modations. Psychiatric patients generally 
have been nonassertive, sensitive people who 
have experienced difficulty in finding a life 
and place in group living. They may have 
become temporarily aggressive as part of 
their illness, but most of them tend to be 
withdrawn and apathetic. As they have much 
difficulty in relating to a group, and even 
trouble in individual relationships, it is ad- 
vantageous to have single sleeping units 
where they can have privacy and a place they 
can consider their own. The old dormitory- 
type of construction overlooked these con- 
siderations completely, and so tended to enter 
the patient into a very difficult social group 
with little individual opportunity, and thus 
work against his recovery. Food service is 
important both in nutrition and in emotional 
significance of food for all humans. From 
babyhood on, feeding and affection are 
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closely linked. Sound dietetics and an effi- 
cient food service are essential. There should 
be an end to the old institutional starchy 
meal with plain board tables and thick dishes. 
A balanced diet, attractive food, self-service, 
small tables colorfully set, and provisions for 
relaxing meal-time music are much more 
therapeutic. 

Hospital industry has often been used to 
keep patients busy, for work is part of healthy 
living. Patients can participate in the activi- 
ties of the hospital community to their ad- 
vantage. However, what they do must be 
primarily for their benefit, and patient help 
should not be used simply to run the hospital. 
Activities such as shoveling coal have often 
euphemistically been called therapeutic, but 
their advantage to patients is doubtful. Older 
designs were careless about the amount of 
manpower necessary because it was assumed 
that patient labor was plentiful. Drudgery 
has no place in treatment. Modern automa- 
tic boilers and equipment can be used to 
minimize these once prevalent chores, and 
adequate staff should be employed to permit 
patients’ activities to be really therapeutic. 

Isolation of psychiatric work from related 
medical and community services has been a 
big disadvantage. To some extent, we are 
tied by the past in location of present institu- 
tions. When possible, location should be 
chosen where there can be consultation, close 
coordination with other medical services, 
ready recruitment of staff, and student affilia- 
tion. The day of extreme specialization is 
passing, and with it the overspecialized hos- 
pital. Much psychiatric work can be carried 
on more effectively in the community and in 
psychiatric services of general hospitals than 
in distant specialized institutions. 

Psychiatric services must be community 
related. Hospitalization at any time is an in- 
cidental part of illness. The illness begins in 
the community, and the patient returns there 
when well enough to do so. The linkage with 
community life and services must be active 
before, during, and following hospitalization. 
Such an orientation of hospitals, physically 


and ideationally, will do much to expose the 
fallacy of old ideas of chronicity, incurability, 
and mysterious etiology. It will do much to 
eliminate the danger of overinstitutionali- 
zation. 

Health pays, and illness is always costly. 
It is false economy to withhold adequate care 
and treatment, and it is unwise to disregard 
the need for economy in providing necessary 
services. It is necessary to invest in well- 
qualified personnel and modern, efficient 
working plants. Such investment will ulti- 
mately return big economic as well as human 
dividends. There is no need for deluxe pro- 
visions or unrealistically fancy setups in psy- 
chiatric hospitals. The design can be simple 
and comfortable, and this is often much more 
in keeping with the patients’ previous eco- 
nomic and social living. In addition, economy 
is served in construction by reducing the 
future need for maintenance and for person- 
nel required to run the institution. Easy 
supervision, combination of some work areas 
and functions, and exclusion of features 
likely to create problems of administration 
and unnecessary work all contribute to keep- 
ing down the cost. 

Last but not least, if care of patients is to 
be kept primary there has to be full considera- 
tion for those who are giving this care. There 
has often been little consideration for the 
staff and employees in hospital design. 
Everyone in contact with the patient is an 
important part of the therapeutic team, and 
provision should be made for all to work 
under suitable conditiors. Generally speak- 
ing, it is better to separate private living from 
professional duties. The old idea of having 
staff and employees live within the buildings 
and on the grounds has many disadvantages. 
There should be adequate provision for their 
work, for their meal hours, and relaxation 
when not on duty. Provision of conference 
and classrooms facilitates in-service educa- 
tion so that those caring for patients are 
always learning more about the important 
work that they are carrying on. 
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CLINICAL NOTES 


NEUROPHYSIOLOGICAL MECHANISMS IN 
ELECTROCONVULSIVE SHOCKS 


GEORGE H. POLLOCK, Pu.D., M.D.,1 Cricaco, It. 


Although electroconvulsive shock has been 
employed for a long time, and is still exten- 
sively used, it remains an empirical pro- 
cedure. In the course of various neurophys- 
iological investigations, certain observations 
were made, which indicate possible mecha- 
nisms of action of the electrically induced 
seizures. The purpose of this communica- 
tion is to note these briefly, review pertinent 
literature, and present speculations as to their 
significance. 

The inhalation of 30% carbon dioxide in 
oxygen by cats(1), monkeys(2), and man 
(3) can prevent or inhibit convulsions in- 
duced electrically, with metrazol(1), acetyl- 
choline, eserine, or DFP(4). Seizures in- 
duced with metrazol(5) and DFP(6) are 
detected in the thalamus before they appear 
in the cerebral cortex. It has been found 
that the subcortical structures respond simi- 
larly though less than the cerebral cortex 
to carbon dioxide(7). Thus various stages 
of anesthesia are possible with carbon dioxide 
inhalation ; the concentration of the gas and 
length of administration being important 
determinants. 

Porter and Stone(8) and Siegel, Mc- 
Ginnies, and Box(g) have shown that, if 
previously trained rats were protected against 
electroconvulsive shocks by either ether or 
nembutal, their performance was superior in 
time and lack of errors to the unprotected 
control group. Since the anesthetized animals 
never had typical, generalized epileptiform 
convulsions and as the anesthesia disap- 
peared they behaved like rats recovering from 
anesthesia rather than from electroconvul- 
sive shocks, it was concluded that the psy- 
chological disturbances seemed dependent 
upon the occurrence of a grand mal seizure, 
and not upon the passage of current as such. 

Kalinowsky, Barrera, and Horwitz(10) 


1 Department of Psychiatry, College of Medicine, 
University of Illinois, Chicago, III. 


noted that the therapeutic effect of “petit 
mal” responses to electroshock was definitely 
inferior to that seen after “grand mal” con- 
vulsions. They mention that the long lasting 
electroencephalographic changes found in a 
number of their patients after a prolonged 
course of “grand mals” was not seen after 
the course of “petit mals.” This seems to 
indicate that the petit mal response is either 
a transitory or local response to the electro- 
shock. A patient in whom we were investi- 
gating the inhibitory actions of carbon 
dioxide for electroshock (3) did not show any 
neurological or electroencephalographic 
changes indicative of convulsive activity 
when carbon dioxide was inhaled. This pa- 
tient, who was otherwise very responsive to 
electroconvulsive shocks, showed no clinical 
improvement during the experimental study, 
but a marked therapeutic response without 
the carbon dioxide inhalation. In the latter 
case, she had typical grand mal seizures, 
whereas in the experimental study she did 
not. 

In studying the path of current distribu- 
tion in the brain during electroconvulsive 
shocks, it has been noted that the current 
does not travel in a spindle or “onion” shaped 
pattern between electrodes, but travels prin- 
cipally along neuronal paths(11). Thus the 
stimulus evoking the seizure is relatively 
concentrated in the thalamus. Since leucot- 
omy(12, 13), thalomatomy(14, 15), and 
topectomy(16) all result in thalamic altera- 
tion, it appears that the thalamus is a prin- 
cipal point of attack, whether we approach 
it chemically, surgically, or electrically, and 
it is conceivable that changes here may be 
responsible for the alteration in patients’ 
behavior. 

It is postulated, therefore, that if electro- 
convulsive shocks are to be effective there 
must be thalamic and other subcortical altera- 
tion. Clinical “grand mal” seizures, though 
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indicative of this, are not actually needed. As 
our knowledge of the psychological functions 
of subcortical structures increases, chemical, 
surgical, or electrical stimulation or inhibition 
of their activities will be of increasing im- 
portance to psychiatry. 
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CORRESPONDENCE 


CLINICAL PSYCHOLOGY 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: The President’s Page of your April 
1952 issue concerned itself with “Clinical 
Psychology.” On this page Dr. Bartemeier 
states: “The Association [American Psychi- 
atric Association] emphasizes that when 
clinical psychologists work with illness, 
whether such illness be manifested in physi- 
cal or psychological symptoms or signs, it is 
essential that they work under continuing 
direction of a licensed physician 

In view of the fact that there are still many 
people, in and out of the mental health field, 
who are not clear as to the functions of the 
various specialists in this field, I feel that Dr. 
Bartemeier’s term “work with” may have 
been a little too general. I am aware of how 
widespread the notion is that a clinical psy- 
chologist is a kind of glorified nurse to a psy- 
chiatrist, rather than a specialist in his own 
right who can offer the distinct contribution 
of an allied, but separate profession. 

All informed persons should be in full 
and unqualified agreement with Dr. Barte- 
meier that those psychologists who assist with 
therapy or who conduct research in which ill 


people are involved should do their work with 
the consent and under the direction of a li- 
censed physician. However, “work with” 
could also be construed as including psycho- 
logical diagnoses with projective techniques 
and psychological mental and personality 
evaluations. I believe that in these areas the 
fully qualified clinical psychologist should be 
on his own responsibility. I am in agreement 
with Dr. William C. Menninger who said, 
in an address to the American Psychological 
Association, that the psychiatrist should refer 
patients to the clinical psychologist for evalu- 
ation and diagnosis as he would to any medi- 
cal consultant—that is, on an equal profes- 
sional level and not on an “order to laboratory 
or pharmacy” basis. 

The psychiatrist need not accept the psy- 
chologist’s diagnosis if he does not wish, but 
he should be aware that the hospital-trained 
clinical psychologist on the Ph.D. level is 
the best master of his own psychological 
tools, their use, and their interpretation. 

THeEopore C. KAHN 
Major USAF, MSC, 
Pleasanton, Calif. 
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COMMENT 


CARL JUNG, A CONTEMPORARY APPRAISAL 


In a powerful phrase, A. J. P. Taylor has 
recently described Nietzsche as the man who 
made the epochal discovery : “God is dead.” 
This was not a declaration of atheism. In 
that case Nietzsche, always accurate, would 
have said: “God does not exist.” He was, of 
course, announcing the end of faith in the 
supernatural and the loss of the main prop 
upon which Western morality and culture 
had rested. Nietzsche was announcing the 
end of an era and thus became the first of 
the moderns, the archetype of modern man 
standing alone in a sub-zero, directionless 
universe. By some, Nietzsche’s expiring 
God has been likened to a sort of jagged coal 
pocket in the heavens, corresponding in 
shape and opacity to the central neurosis of 
modern man. 

Be that as it may, a religious revival must 
be accepted as an important fact in this post- 
Hiroshima era. Those few explosive mo- 
ments over Japanese targets, bringing to a 
dramatic close one age, also have brought 
on a great and nameless fear unknown to 
western civilization since the Middle Ages, 
a deep distrust of man as a competent agent 
to create an environment suitable for human 
life. V. S. Pritchett has pointed out that this 
new religious drift in the contemporary 
intellectual life is not a simple tendency. 
Most often it is the expression of a nostalgia, 
an escape from the realities of modern life, 
a flight to the past. One of its most inter- 
esting forms is a sophisticated return to 
superstition. 

Now inevitably the writings of Carl Jung 
will assume a new significance and will be- 
come a part of the tissue of current thinking, 
if this change in our philosophical climate 
becomes confirmed. (Not a few of our 
nuclear physicists have become theists.) The 
editing of the complete works of Jung in 
English, as well as the increasing appearance 
of works on Jung both here and abroad, may 
very well be straws in the wind. One of the 
most recent and one of the best books in this 
field is “Religion and the Cure of Souls in 
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Jung’s Psychology,” by Hans Schaer.* This 
is an excellent and faithful exposition of the 
work of Jung, especially Jung in his most 
interesting and provocative aspect, namely, 
his views on psychodynamics and religion. 
It will be recalled that, for Jung, complete 
therapy for the sick (and for that matter 
wisdom for both sick and healthy) cannot be 
achieved without coming to terms with one’s 
own psychic forces. This makes the central 
problem in each individual’s life largely a 
religious one. Common sense divides mental 
events into those that come from the outside 
and are therefore real, and those that come 
from the inside and are therefore illusory. 
Jung, neatly steering past this ancient episto- 
mological reef, regards all events in the 
human psyche as at least psychologically 
real. It will thus be seen that Jung’s approach 
resembles Kant’s. The powerful experiences 
underlying such things as puberty rites, to- 
temic group feelings, mana and tabu radia- 
tions, as well as countless other transcul- 
tural themes in the same category, are like 
spectacles, which, gradually constructed in 
the evolutionary process, have become firmly 
attached to our emotional noses and restrict 
and color the vision of our mental eyes. The 
function of analytical psychology is to polish 
and clarify these spectacles. 

Despite the obvious importance of analyt- 
ical psychology, it is a fact that in this 
country, unlike England and the Continent, 
Jung’s psychology has dwindled to the point 
where it plays a very minor role in our 
psychiatric thinking. It is a fact that Ameri- 
can clinicians, who throughout their school- 
ing have been taught to venerate exact 
science, never have had much esteem for 
Jung. In his writings they have detected 
what was felt to be a positive love of ob- 
scurity, an apparent favoring of difficult, 
recondite sources, a sort of erudition for 
erudition’s sake. The result, a kind of ivory- 
tower Olympianism, has been generally felt 
to be neither scientific nor even scholarly 


1 Pantheon Books, Inc., New York, 1950. 
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for that matter. At the same time Jung’s 
poorly packed bundle of ideas bristles with 
such oddments as the racial unconscious, the 
concept of soul as something real “because 
it works,” and the assertion that there can 
be psychic experiences without any simul- 
taneous neural co-process. This is to name 
only some of the milder extravagances. It is 
as if Jung, in his almost feverish struggle to 
break with that nineteenth-century materi- 
alism that he felt vitiated the work of Freud, 
like a man wrestling with his own shadow 
has occasionally come a bad cropper. 

These are scientific objections to Jung, 
serious ones, but not the most important 
considerations entering into what might be 
styled the “Jung problem.” For a still greater 
antipathy is directed against the man himself 
and his implied philosophy. For a thumb- 
nail sketch of Jung, the following classic 
description of the Mandala from his “Psy- 
chology and Religion” is very suggestive: 
“The experience formulated by the Mandala 
is typical of a people who can no longer pro- 
ject the divine image. They are in danger of 
inflation and dissociation . . . . the Mandala 
denotes and supports an exclusive concentra- 
tion upon one’s self.” 

This is an apt sketch, not of modern man, 
whom it is supposed to describe, but of Jung 
himself. Jung has developed the astonishing 
idea that modern man—“Mandaloid Man” 
one might call him—is the descendant, not 
of the Judeo-Christian tradition, but of 
gnosticism, which, so to speak, went into a 
deep sleep in the fourth century to wait for 
more favorable conditions. This, of course, 
is all foolishness, and moreover foolishness 
with a very sardonic flavor. For any astute 
Jungian will here observe that Carl Jung 
himself, like the main character in a highly 
sophisticated joke, has unwittingly become 
tangled in his own archetypal net. 

“Mandaloidism,” to give the thing a name, 
is in essence a very poor sort of Stoicism. 
It is, moreover, singularly free of the mod- 
esty and empathy, the human kindness and 
elevation of little human things, that civiliza- 
tion has woven into the crown of its higher 
religions. At the same time, whatever the 
actual facts in the case may be, ““Mandaloid- 
ism” could easily explain how its author, 
intent on individuation and self-realization, 


like some Alpine wizard or remote intellec- 
tual frost-giant, could remain remarkably 
aloof to the misfortunes of so many of his 
colleagues during this past sad decade. Jung- 
ianism is, of course, a religion, but neither 
a very good one nor an honest one. For 
Jung’s preachments, instead of coming 
straight from the shoulder from Jung him- 
self, have a certain ventriloquial quality in 
that they are made to bounce off a hidden 
and mysterious object called the Collective 
Unconscious. But here, of course, Jung is 
in distinguished company. 

But if Jungianism fails miserably as a 
religion, candor compels us to admit that it 
has made tremendous contributions, especially 
in the understanding of schizophrenia. For 
it is quite probable that there will be no 
breakthrough and further advance in the 
understanding of this disease without a 
scientific study of archaic and magical think- 
ing and of those transcultural themes that 
underlie so much of myth and religion. In 
this area the psychiatrist will most likely 
wish to cooperate with the anthropologist 
and comparative religionist. For there are 
cogent arguments that the world of arche- 
types, having been banished from the myth, 
poetry, and folklore of our modern culture, 
which for the first time in the history of the 
world is without these things, is wreaking 
vengeance upon us in an unprecedented 
schizophrenic breakdown rate. Many others 
besides Storch and Jung have shown the 
close resemblance between these archetypal 
motifs and the central delusions of schizo- 
phrenia. For in schizophrenia the archetypal 
forces concentrate themselves, shaping the 
psychotic content like the cleavage planes of 
a crystal. 

Now the problem of American psychiatry 
is the problem of schizophrenia. Most defi- 
nitely it is not the problem of neurosis. Like 
the poor, the psychoneurotic has always been 
with us, apparently responding equally well 
to Greek dream analysis, animal magnetism, 
Freudian analysis, or to whatever psycho- 
therapy best expressed the spirit of the age. 
In the matter of neurosis, the only concern 
of basic psychiatry should be lest its various 
psychotherapies detach themselves, like the 
tails of lizards, to develop independently 
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into irresponsible cults. Here there is a grim 
warning in the origin and subsequent growth 
of alchemy, which, beginning innocently 
enough as the technical lore of metal workers, 
eventually stultified the growth of chemistry 
for centuries. 

Schizophrenia, on the other hand, is filling 
our hospitals with a relentlessly mounting 
rate. Although the physiologically minded 
have captured some easy positions in the 


The contrast between the frequency and 
length of consultations about psychiatric cases 
in social agencies and clinics and in private 
practice is sufficiently striking to warrant 
reflection. At times in an outpatient clinic 
case as many as 2 psychiatrists,and the social 
workers from 2 or 3 agencies that have been 
drawn into the situation, will sit in grave 
deliberation for an hour or more attempting 
to decide whether some youngster, aged 14, 
should be treated from his home or sent to a 
foster home or to one of 3 institutions that 
might accept him. This discussion may then 
drift into discursive attempts to attach the 
proper psychiatric label to the youngster’s 
lapel, with someone stubbornly and ominously 
insisting it be “childhood schizophrenia.” At 
times a warm dissension makes its appearance 
over the question of jurisdiction and thera- 
peutic procedures to be followed. However, 
in the end all this consideration, costly as it 
is in terms of per-hour salary of each of the 
professional participants, usually redounds 
to the benefit of the boy in the sense that his 
needs have been weighed from many points 
of view and a consensus accepted. 

On the other hand, there seldom occurs a 
consultation between psychiatrists concerning 
the plight and progress of a patient being 
treated privately by one of them. Of course, 
here we have the point, and a valid one, that 
this situation is not analogous to the one that 
we encounter in clinic and hospital practice. 
For the private patient is always free to dis- 
continue if his progress appears to be too 
slow, and sometimes does, at his own initi- 
ative or in deference to the opinion or insis- 
tence of his family. Also he may refuse a 
consultation because he is content to leave 
well enough or bad enough alone rather than 
run the risk of disturbing a balance that may 


CONSULTATION IN PSYCHIATRIC THERAPIES 


perimeter of the defenses, the sobering fact 
remains that the fundamental nature of this 
disease remains unknown. Effectively block- 
ing at least one path that may quite possibly 
lead to the mysterious central workings of 
this disorder is the embarrassing bulk of 
Jungian psychology, which it is the duty of 
American psychiatry to clear away and assay 
now, or at least sometime in the near future. 
Hiram K. Jounson, M. D. 


not be entirely satisfactory, but better than 
other goals that he might conceivably attain 
but fears. 

In such cases the private practitioner in 
psychiatry is not too apt to press the idea of 
introducing a new point of view. He often 
justifies this by asserting that it would indi- 
cate uncertainty on his part as to the patient’s 
recoverability, which in turn would be trans- 
mitted to the patient and, in extreme in- 
stances, throw the patient into a state of 
hopelessness or even a devastating panic. 
Moreover, suggestion of a consultation would 
be likely to interfere with the transference 
situation so important in psychotherapy. 

Each of these objections to a consultation 
in private psychiatric practice, and in some 
cases all of them, may be pertinent. And yet, 
in most instances when a long stasis in the 
treatment occurs, most psychiatrists, among 
whom I would include myself, do not offer 
to private patients those opportunities that 
they usually accept without protest in their 
practice in private and public psychiatric hos- 
pitals, clinics, social agencies, and schools. 

I have often reflected on this reluctance on 
the part of private physicians to ask for help 
with psychiatric patients where the movement 
toward recovery is not going too well. In 
the writer’s case at least, I think it comes 
under the head of vanity, countertransfer- 
ence, or both—and when it comes down to it, 
the 2 may be closely interwoven. 

The opposite may also occur—a physician, 
tiring of his patient, may terminate the treat- 
ment, sometimes abruptly, without the benefit 
of outside professional comment on the de- 
sirability of his decision. This also may leave 
the patient as perplexed and discouraged 
as a proposal for a consultation. 
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I am inclined to believe that the sanctity 
and specificity of the transference of a patient 
to the physician may be rationalized or over- 
estimated, unless it has been unduly cultivated 
consciously or unconsciously by him. And 
yet in private psychiatric practice neither the 
philosophy of approach nor the nature of the 
interrelationship of physician and patient is 
likely to be reviewed from a fresh point of 
view. For this reason I have suggested that, 
when a patient shall have been under psychi- 
atric treatment with one physician for a pe- 
riod of time that we will arbitrarily put at 2 
years or in psychoanalysis for roughly 200 
hours, it be considered good practice for the 
physician to submit the situation, with or 


without the patient’s consent, in seminar form 
to a group of 3 colleagues. 

Such a procedure, which may well be re- 
garded by some physicians as an intrusion 
into a physician’s “private affair,” is apt to 
arouse resentment, yet in this respect it is 
analogous to the personal analysis of the 
analyst, which encountered strong negative 
emotional reactions when introduced about 
40 years ago. Now this idea has been ac- 
cepted because it has been endorsed by offi- 
cial associations and societies. The suggested 
review of cases treated privately is not likely 
to spread until it is strongly endorsed as good 
practice by authoritative psychiatric and psy- 
choanalytic organizations. C.P.O. 


THE LESTER N. HOFHEIMER RESEARCH PRIZE 


In 1947 the estate of the late Lester N. 
Hofheimer, whose life was sacrificed in 
World War II, donated a special fund to the 
American Psychiatric Association, the in- 
come from which was to be awarded an- 
nually as a prize for outstanding research 
in the field of psychiatry and mental hygiene. 

The award is made in the amount of $1, 
500.00 to a citizen of the United States or 
Canada, not over 40 years of age at the time 
of his publication or submission for publica- 
tion of the contribution to be evaluated. The 
award applies only to work published or ac- 
cepted for publication within a period of 3 
years prior to the date of the award. 

The award may be made to a group of 
workers or collaborators instead of to an 
individual, provided that the majority of the 
members are citizens of the United States 
or Canada and that the median age of the 
group does not exceed 40 years at the time of 
publication. In this event the $1,500.00 is to 
be divided equally among the members of 
the group, but each recipient shall receive a 
certificate. 

The selection of the research contribution 
for the award is made by the Hofheimer 
Prize Board consisting of 8 Fellows and 
Members of the Association, appointed by 
the Council. Each member of the Board 
serves for 3 years and personally evaluates all 
material submitted by candidates. 

The purpose of the award is to stimulate 
the greatly needed research in psychiatry, 
and to encourage young workers. For this 
reason it is not confined to Fellows or Mem- 


bers of the American Psychiatric Associa- 
tion. 

In 1951 at the annual meeting of the As- 
sociation the award was made to Dr. Jurgen 
Ruesch, Associate Professor of Psychiatry, 
and his associates, Dr. Robert E. Harris, 
Carole Christiansen, Martin Loeb, Sally De- 
wees, and Dr. Annemarie Jacobson of the 
University of California Medical School for 
their psychosomatic study of duodenal ulcer. 
This year, 1952, it was given to Dr. Robert 
Arnot, Beatrice Talbot, and Dr. Milton 
Greenblatt for a research entitled “One to 
Four Year Follow-Up of 205 Cases of Bi- 
lateral Prefrontal Lobotomy” carried out at 
the Boston Psychopathic Hospital. 

It is the impression of the members of the 
Hofheimer Board that there is important 
psychiatric research going on in various 
centers the results of which could well be 
brought to their attention, and it is the prime 
purpose of this communication to encourage 
department heads to inform their assistants 
and special workers of the opportunity to 
submit their researches for consideration. 
The Board is eager to receive a variety of 
research contributions from which to select 
the recipient of next year’s award. The ma- 
terial should be submitted by January 1, 1953. 

The undersigned, Chairman of the Board, 
will be glad to supply further information on 
request. All communications should be ad- 
dressed to the Hofheimer Prize Board, 
American Psychiatric Association, 1270 Av- 
enue of the Americas (Room 412), New 
York, N. Y. 

Notan D. C. Lewis, M.D. 
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NEWS AND NOTES 


Ontario Promotes Psycuiatric Units. 
—Last November, the Minister of Health 
for the Province of Ontario, Dr. Mackinnon 
Phillips, announced that the Province of 
Ontario would pay a provincial grant of 
$8,500.00 per bed to public general hospitals 
that established psychiatric units. This pro- 
vincial grant of $8,500.00 will be supplemen- 
ted by an existing Federal Grant of $1,500.- 
oo per bed. The amount paid would be re- 
duced if space is provided more cheaply 
than $10,000.00 per bed. 

The psychiatric unit will provide treatment 
for incipient and early mental disorders that 
commonly progress to the point where 
mental hospital admission is required. It is 
expected that by early treatment in a general 
hospital many of these patients will be re- 
turned to their homes instead of going on to 
the mental hospital. There will also be pro- 
vision for the better treatment of psycho- 
neurotic and psychosomatic disorders. The 
psychiatric unit will be closely associated with 
outpatient services, and by encouraging the 
treatment of early mental disorders in the 
home community it is believed that a definite 
step has been taken in the psychiatric treat- 
ment program. All such units will be under 
the direction of a certificated specialist in 
psychiatry. 

Already applications have been received 
from 5 large general hospitals for psychi- 
atric grants, and there are many more in- 
quiries. A committee in the Department of 
Health has been appointed to formulate 
standards and policies for the development of 
this program. 

Grants similar to those for the psychiatric 
units have been authorized by the Minister of 
Health for hospitals that consider it necessary 
to provide 2 or 3 rooms for the detention of 
mental patients for short periods prior to 
their admission to a mental hospital. Such 
detention units are intended only for hospi- 
tals in more or less isolated communities 
where there might be some delay in having 
a patient admitted to a mental hospital. It 
is intended in this way to eliminate the 
necessity of having mental patients detained 
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in jails pending arrangement for their trans- 
fer to the mental hospital. 


Awarp To CrREEDMOOR INSTITUTE.—The 
Creedmoor Institute for Psychobiologic 
Studies has received an award for scientific 
research twice in the past 3 years: first, in 
1950 at the 144th annual meeting of the 
Medical Society of the State of New York, 
the Institute received First Award ; again, on 
May 15, 1952, at the 146th annual meeting of 
the state Medical Society the Institute re- 
ceived Honorable Mention for Scientific Re- 
search. 

The Doctors Raymond R. Sackler, Arthur 
M. Sackler, Frank W. Co Tui, Mortimer D. 
Sackler, and Harry A. LaBurt presented 
their research findings on the quantitation 
of physical changes of blood while clotting 
by the use of ultra and audiosound (hema- 
tosonography ). 

Their exhibit included demonstration of 
the value of ultrasound and audiosound in 
measuring electronically physical changes in 
clotting blood. The hematosonograph curves 
are a continuous record of the changes in 
viscosity and/or other physical properties of 
blood as it clots. The damping effect of this 
biologic fluid upon the sound waves emitted 
or upon the vibrating plate is instantane- 
ously computed and autographically recorded. 
Hematosonographic curves were exhibited 
demonstrating their value: (1) in the differ- 
entiation of blood of psychotic from nonpsy- 
chotic subjects ; (2) as a possible therapeutic 
guide by revealing effects of various hor- 
mones (e.g., cortisone, ACTH, insulin, sex 
steroids) and chemical substances (e.g., anti- 
coagulants) on blood-clotting phenomena ; 
and (3) as a new modality in the investiga- 
tion of the physiology of clotting. 


SAMUEL W. Hamitton MemortAt LeEc- 
TURE AND Awarp.—The American Psycho- 
pathological Association has established the 
Samuel W. Hamilton Memorial Lecture and 
Award in commemoration of the unique con- 
tribution made by Dr. Hamilton to the fields 


— 
-4 . 
i 
' 
d 
‘ 


1952 | 


NEWS AND NOTES 


151 


of psychiatry, medicine, and sociology. He 
was one of the founders of the Association, 
served a term as President, and acted as its 
Secretary for many years. The recipient of 
the Award will be chosen each year by the 
Council of the American Psychopathological 
Association and presented with the Samuel 
W. Hamilton bronze medal after delivery of 
the Hamilton Lecture. 

Dr. William B. Terhune, Chairman of the 
Committee to raise the necessary funds, an- 
nounced that the contributions received from 
members of the Association and also from 
members of the American Psychiatric Asso- 
ciation who participated as sponsors will 
perpetuate this yearly Award. 

This year the first Award was presented 
to Clarence P. Oberndorf, M.D., Clinical 
Professor of Psychiatry at Columbia, for his 
distinguished contribution to psychopathol- 
ogy, at the annual meeting of the American 
Psychopathological Association held on Sat- 
urday, June 7, 1952, at the Park Sheraton 
Hotel, New York. Dr. Oberndorf’s lecture 
was entitled “Function in Psychiatry.” 


1952 Devereux DiNNER.—The annual 
Devereux Dinner for consultants, referring 
physicians, and friends of the Devereux 
Schools was held on Monday evening, May 
12, in the Renaissance Room of the Ambas- 
sador Hotel in Atlantic City. ver 500 
guests of the Devereux Foundation were in 
attendance. 

Dr. Lauren H. Smith, a member of the 
Board of Trustees of the Devereux Founda- 
tion, introduced Dr. D. Ewen Cameron, Pres- 
ident-Elect of the American Psychiatric As- 
sociation and Director of the Allan Memorial 
Institute of Psychiatry in Montreal. The 
latter touched on recent contributions in the 
field of mental health and introduced the 
guest speaker, The Honorable Judge Luther 
W. Youngdahl. 

Judge Youngdahl, three-time Governor of 
Minnesota, spoke on the subject of “Mental 
Health and National Stability,” basing his 
talk on the constructive Minnesota program. 
With similar gubernatorial support of im- 
proved treatment programs for psychiatric 
patients generally throughout the country, 
criticisms of state care would correspond- 
ingly subside. 


DeatH oF Dr. EuGENE Barrera.— Dr. 
Barrera, former head of the department of 
psychiatry at Albany Medical College and 
administrator of the Mosher Memorial Pavil- 
ion, died May 25, 1952, at the age of 51. Dr. 
Barrera was a graduate in medicine from 
Columbia University in 1926 and was later 
on the staff of the New York State Psychi- 
atric Institute, where he headed research in 
neuropathology and was also assistant pro- 
fessor of psychiatry at Columbia University. 
He went to his new post in Albany January 
I, 1944, and continued active in his several 
professional capacities until July 1951, when 
he retired because of ill health. 


NATIONAL CoMMITTEE ON ALCcoHOL Hy- 
GIENE, INc.—The executive director of this 
organization has prepared a report, “Con- 
temporary Alcoholism in America,” copies 
of which may be obtained from the office of 
the Committee, 2030 Park Ave., Baltimore 
17, Md. The report consists of three sec- 
tions: (1) Sociological Factors in Alcohol- 
ism, (2) Alcohol and Crime, (3) Treat- 
ment of Alcoholism. In each section vari- 
ous studies are reported and bibliography 
supplied. 


Deatu oF Dr. Artuur P. Haskinc.— 
The death of Dr. Hasking, organizer and 
chief attending psychiatrist of the neuropsy- 
chiatric service at the Jersey City Medical 
Center, occurred May 28, 1952, a few hours 
after suffering a cerebral hemorrhage at the 
age of 72. 

Dr. Hasking was considered an authority 
on legislation concerning mental illness and 
had been a member of the commission that 
revised the state laws in New Jersey pertain- 
ing to mental illness in 1915. For the past 
37 years he had been Hudson County Ad- 
justor in charge of committing to state and 
county institutions patients suffering from 
mental illness, epilepsy, and tuberculosis. 

He was a past president of the Hudson 
County Medical Society and had been since 
1907 the Society’s regular delegate to the 
New Jersey Medical Society. 


Onto Psycui1atric AssocraTion.—The 
annual meeting of this Association was held 
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May 21, 1952,inthe Statler Hotel, Cleveland, 
at the time of the annual meeting of the 
Ohio Medical Association. 

Officers elected by the Ohio Psychiatric 
Association for the coming year are as fol- 
lows: president, Dr. Douglas Bond; presi- 
dent-elect, Dr. J. E. Duty; secretary-treas- 
urer, Dr. Charles L. Anderson. 


Psycuiatric Socrety.—At the 
election of officers on May 24, 1952, the fol- 
lowing members of the Illinois Psychiatric 
Society were elected to office: president, 
Dr. Jules H. Masserman; vice-president, 
Dr. Alfred P. Bay; secretary-treasurer, Dr. 
Edward J. Kelleher ; councillors, Drs. Wil- 
liam H. Haines and Dr. Percival Bailey. 


1953 PROGRAM ANNOUNCEMENT 


The deadline for the Los Angeles meeting 
is November 1, 1952. At the meeting of the 
Committee on Program shortly after this, the 
program will be set up and all available time 
and space will be assigned. 

The Committee invites material for the 
program including (1) papers, (2) films, (3) 
scientific exhibits, and (4) round tables. A 
submission of any of the above should in- 
clude title and an abstract of some 200 words 
to give the Committee the basis on which to 
evaluate its content and suitability. 

Data about films should be sent to Dr. 
Rennie, and about scientific exhibits to Dr. 


Sullivan. Otherwise write to any member 
of the Committee. 


Papers may also be submitted to officers of 
the individual Sections.* 


1 The Sections and their officers are the following : 

Section on Child Psychiatry: Mabel Ross, Chair- 
man; Adrian Vander Veer, Vice-Chairman; Ed- 
ward Greenwood, Secretary. 

Section on Convulsive Disorders: Russell N. 
DeJong, Chairman; Raymond W. Waggoner, Sec- 
retary. 

Section on Legal Aspects of Psychiatry: Doug- 


The officers of Sections will please note 
the November 1 deadline and work up and 
submit their programs for review and ap- 
proval by the Committee at its November 
meeting. 

The Committee on Program wishes to 
thank all who participated in the Atlantic 
City meeting. 

Davin A. Younc, Chairman 
Joun G. Dewan 

Epwin F. Gitpea 

A. Horwitz 
ZiGMoND M. LEBENSOHN 
Martua W. McDonaLp 
Heven V. McLean 

Tuomas A. C. RENNIE 
Josep D. SULLIVAN 


las M. Kelley, Chairman; Kenneth G. Gray, Vice- 
Chairman; H. J. Ritey, Secretary. 

Section on Mental Hospitals: Walter E. Barton, 
Chairman; Granville Jones, Vice-Chairman; Walter 
Baer, Secretary. 

Section on Private Practice of Psychiatry: Har- 
old W. Williams, Chairman; Douglass W. Orr, 
Secretary. 

Section on Psychoanalysis: Helen V. McLean, 
Chairman; Milton Rosenbaum, Secretary. 


LANGUAGE 


The grammatical order prevailing in Greek and Latin, and passed on by those languages 
to those of the modern western world, is to some extent symbolical of mental and even of 
social order. Most of the sloppy and confused thinking of today can be traced to the abandon- 
ment of the principles of order in the teaching of languages (particularly English) in the 
schools. The trained, logical minds of the past, which we occasionally admire and the absence 
of which we occasionally deplore, were firmly anchored to the principles of order, in so- 


ciology as well as in language. 


Mario Pet, Pu. D., 
Columbia University, 


“The Story of Language” 
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Tue Quest ror Utor1a. By Glenn Negley and J. 
Max Patrick. (New York: Henry Schuman, 
1952. Price: $6.75.) 


Ever since imagination began to work in the 
human animal quite a number of thousands of 
years ago, man has nursed the habit of conjuring 
up in fantasy living conditions vastly better than 
those in which he finds himself. When such an 
imagined state of existence is idealized to the de- 
gree of being impracticable, beyond human capac- 
ity to achieve or to maintain, we call it by the 
name invented by Thomas More—Utopia, meaning 
No Place. 

The purpose of the present work by the pro- 
fessor of philosophy at Duke University and the 
associate professor of English at Queens College, 
both specialists in utopian literature, is to present 
“a representative sample of utopian thought in 
western civilization.” But utopia as representing 
an imaginary society is also a relative term, and in 
this sense as the authors point out the utopian 
ideals of today may become the realities of to- 
morrow. In this sense, as they put it, “Utopia is 
the society of the future.” There is thus a historic 
aspect of utopian thought; it is an outgrowth of the 
cultural atmosphere of the time and place.” “The 
history of utopias is a history of social, intellectual, 
and political development.” 

The literature in this field is so enormous that 
rigid restrictions of choice were necessary, even in 
a book of 600 ample pages. Since many of the better 
known utopias from Plato’s Republic on are readily 
available in reprints, the authors decided that their 
selection should be not only representative but 
should include especially works not generally ac- 
cessible. Those presented are in English or English 
translations and adhere strictly to the original 
texts save for condensations. 

The mid-nineteenth century is shown to rep- 
resent a dividing line between two types of utopian 
speculation or planning—those of the earlier period 
being based for the most part on sectarian religious 
beliefs, the later ones on economic principles. The 
first type is exemplified by Robert Owen and his 
colony at New Harmony, the second by Edward 
Bellamy, in Looking Backward. This historical 
distinction is one reason why the authors, disregard- 
ing chronological sequence, decided to place first 
in their book a study of modern utopias (1850-1950). 
A partial list of utopian works published during 
this period numbers 114 items, beginning with 
Robert Pemberton (The Happy Colony), E. E. 
Hale (Sybaris and Other Homes), Bulwer-Lytton 
(The Coming Race), Samuel Butler (Erewhon), 
et al., and ending with George Orwell (Nineteen 
Eighty-Four). 

In the midst of this period came Edward Bellamy. 
Looking Backward appeared in 1888. More than a 
million copies have been published and it has been 


translated into every major language; “The influ- 
ence of the spread of Bellamy’s ideas in America 
alone on the future course of political opinion is in- 
calculable.” Those ideas echo today in Truman’s 
welfare state. And yet Bellamy’s thesis was based 
on the starry-eyed belief that men were not only 
essentially and fundamentally good but also in- 
tellectually adequate ; when they were evil or stupid 
the institutional structure of society was to blame. 
Remove his economic shackles, release his individ- 
ual capacities, and man will become moral and in- 
telligent (!). In a postscript to Looking Backward 
Bellamy wrote: “Leoking Backward was written 
in the belief that the Golden Age lies before us 
and not behind us, and is not far away. Our chil- 
dren will surely see it, and we too, who are al- 
ready men and women, if we deserve it by our 
faith and by our works.” Unfortunately Bellamy 
was a utopist, a myopic reformer, a pseudo-phi- 
losopher. 

Ten other modern utopias are presented at con- 
siderable length in this excellent study, the last of 
the series being that of H. G. Wells. A Modern 
Utopia was given to the public in 1905. Wells’ 
conception of the ideal society was nothing less 
than a World State, in the approach to which a 
half century later men of good will from many 
countries are now struggling in deadly earnest with 
the powers of darkness. 

After dealing with the modern period the au- 
thors go back and begin with the beginning, namely, 
the Classical Epoch, represented most significantly 
by Plato’s Republic, which is briefly summarized. 
Plato’s ideal state, like all the others before and 
after, was not realizable and none knew this better 
than Plato himself. His qualifications for the rulers 
of the state—his philosopher-kings—were so high 
that it is perhaps better, considering that said 
rulers would have to be made out of human mate- 
rial, that it was never possible to try the experiment. 

Leaving the Greek scene the authors pass over 
the Roman and medizval periods as exhibiting no 
strictly utopian types. In their views Cicero’s De 
Republica, St. Augustine’s Civitas Dei, and Dante’s 
De Monarchia “are on the extreme borderlines of 
the genre.” 

We come to the Renaissance and Thomas More. 
Utopia, published in Latin in 1516, had its roots 
like Cicero’s Republic and Augustine’s City of God 
in the Republic of Plato. The disquieting thing 
about it is that it is quoted to support the most 
divergent, and indeed directly conflicting, beliefs, 
The fact, for example, that the Roman Catholic 
Church recognized More as a Saint and that Soviet 
Russia adopted the Utopia as a textbook about the 
same time warrants the authors’ admonition that 
“great caution is necessary in interpreting it.” At 
the end of the narrative More expressed his own 
ambivalent opinion: “Many things,” he said, “in 
the manners and laws of that people seemed to be 
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instituted and founded of no good reason, chiefly in 
the community of ownership in their lives... . . 
Although I cannot agree to all things .. .. yet I 
must confess that there are many things in the 
Utopian commonwealth which in our cities I may 
rather wish than hope for.” 

The seventeenth century was rife with utopias, 
which included Campanilla’s City of the Sun on 
the Isle of Taprobana (Ceylon), Robert Burton's 
An Utopia of Mine Own, Francis Bacon’s New 
Atlantis, Fénelon’s Adventures of Telemachus, 
unique with historical rather than geographic set- 
ting, all of which along with others are reported 
in extenso. Many minor systems scattered along 
the years of the Renaissance and later are also 
briefly touched upon, and several of the more im- 
portant eighteenth century and early nineteenth 
century utopias are presented in detail. 

The conspicuous utopia of the mid-nineteenth 
century was Etienne Cabet’s Voyage to Icaria 
(1840), “one of the most comprehensive com- 
munist utopias ever written.” Utopias that suc- 
ceed are those that remain on paper; but Cabet, a 
disciple of Robert Owen and inspired by Thomas 
More, chose to put his into practice—and in Texas. 
It was a dismal failure. “Nevertheless, it is sig- 
nificant in the present day for the light it throws 
on the techniques of modern communist propaganda, 
and .... the workings of the communist mind, 
particularly of a certain naive optimism in it. 
Readers of Icaria .... will discover a wide gap 
between the theoretical workings of such a society 
and its actual operation in a real world.” 

Down through the centuries utopias have been 
built for the most part on one or another of five 
futile foundations—religion, science, education, eco- 
nomics, and brotherly love. Politics as a basis has 
been largely, not unnaturally, neglected. It should 
be remarked that not all utopias have been written 
seriously. Some have been composed as literary 
exercises or for the entertainment of friends; pos- 
sibly Thomas More’s was. And some have been 
plain satire—witness Huxley’s Brave New World 
and Orwell’s Nineteen Eighty-Four, the latter “a 
revolting picture of the possible police-state of the 
future.” 

By a sort of spiritual chronology utopian specu- 
lation seems to fall into three eras—mythologic, 
historic, and postmortem. In the first period man, 
disappointed and disillusioned, looked back to an 
assumed Golden Age since which the race had de- 
teriorated, perhaps through some wilful mischief of 
its own doing. Such a place of perfection was the 
Garden of Eden. Next we have the utopias of his- 
tory marshalled in the wide survey of this book. 
But both the Golden Age which has indubitably 
been lost and the historic utopias which have in- 
dubitably failed have left imaginative man still 
unsatisfied, and not too hopeful of his own efforts. 
The record shows the wreckage of countless utopias 
scattered over more than 2,000 years. What more 
can we expect in time? Well, perhaps after all 
utopia comes only after death. So imaginative man 
makes his ultimate guess, his supreme leap in the 
dark, and we have the assortment of heavens 
promised by the various religions. 

C. 


Dancerous HapituaL Criminats: A Psycho- 
pathologic and Sociologic Study of 216 Segre- 
gated Criminals. By Aito Ahto. (Helsinki: 
Acta Psychiatrica et Neurologica (Supple- 
mentum 69), 1951.) 


This is the translation of a monograph published 
in Finnish in the Acta Psychiatrica et Neurologica. 
The author served as assistant psychiatrist to the 
Turku Central Prison, half of which is devoted to 
the institutionalization of this special category of 
offenders, dangerous habitual criminals. 

The author proposes by his investigation to 
determine the relative roles of environment and 
heredity in the production of serious chronic crimi- 
nality and to portray the psychological structure 
of these offenders. He, for some reason, assumes 
that this is “the criminal group among whom it 
might be thought that the factors generally likely 
to lead to crime might be most clearly in evidence.” 
The appropriateness of using “dangerous” to char- 
acterize this group must be seriously questioned. 
The author says that their “dangerousness is mani- 
fest above all in the repetition of criminal offenses, 
offenses which need not always be heinous. The 
majority of them are property criminals, while only 
three of those under investigation are outright 
violent criminals.” No cases of sex offenders are 
included. Their absence, according to the author, 
is due to the fact that sex offenders are generally 
either castrated and then released or they are com- 
mitted to a mental hospital. 

The monograph opens with an interesting his- 
torical review of penal sanctions in which it is as- 
serted that a 16th-century statute of Charles V was 
the first to provide for the indeterminate incarcera- 
tion of offenders thought likely to be recidivists. 
The first Scandinavian country to segregate habitual 
criminals was Sweden under an act of 1927. Fin- 
land enacted such a law 5 years later. The laws of 
France, Australia, Norway, and England provide 
first for the conviction and sentence of the offender. 
Then the fact of his habitual criminality is estab- 
lished and protective custody provided. In Sweden 
a sentence of protective custody is imposed in lieu 
of sentence. The law of Finland gives the court 
discretion to choose either alternative. Criminals 
classed as dangerous habitual criminals are those 
who have “received unconditional prison sentences 
for three or more crimes, at least one of which 
shall have been a minimum of one year of penal 
servitude, or having served time in prison on un- 
conditional sentence in one or more periods for a 
total of at least ten years, he commits a new crime 
punishable by a minimum penalty of three years of 
penal servitude within five years of his having 
served his previous prison term.” The Russian 
penal code of 1941 does not recognize any special 
group of recidivistic criminals. 

The second chapter is a review of the philosophic 
and psychiatric literature on habitual offenders and 
psychopaths. There is an unfortunate neglect of 
the American literature on the subject. No refer- 
ence is made to the contributions of Alexander, 
Cleckley, Bender, Greenacre, or Karpman. 

The 216 cases forming the basis of the author’s 
study are all the dangerous habitual criminals held 
in special segregation in Finland during 1945. The 
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examination interviews lasted 1 to 2 hours. A physi- 

cal examination and typological measurements, ac- 
cording to Kretschmer’s short formula, were also 
carried out. A group intelligence test was given. 
Those failing it were given individual intelligence 
tests. No use whatever was made of projective 
psychological techniques. The criminal records of 
the individuals and the members of their families 
were obtained. 

A varied assortment of sociological and psycho- 
logical data about the. offenders and their families 
was obtained and mathematically tabulated to 
decimal percentage points. No effort, however, was 
made to collect similar data for the Finnish popu- 
lation as a whole (much less for sample groups of 
less serious offenders or of law-abiding individuals), 
matched with the segregated group in regard to sex, 
education, intelligence, economic level, etc. The 
author compares his statistics with the statistics 
similarly obtained by various European workers in 
criminal groups of their own nationals. 

As is true of European workers in general, the 
author lays great stress on the role of heredity in 
the production of psychopathy. He accepts Schnei- 
der’s definition, “a psychopath is a person who, 
because of a congenital, constitutional abnormality 
of character, either suffers himself or causes suf- 
fering to his fellows.” 

Some of the data concerning the dangerous habit- 
ual criminals are worth quoting: The average age 
is 44.6 years (36.1 at the time of their commitment ). 
Only 10% were not vagrants before they were 21; 
67% had never had a permanent residence. A large 
proportion had become acquainted with their wives 
through newspaper matrimonial columns. Speedy 
repetition of crime was characteristic of the group. 
The average period between release from prison and 
commission of the next crime was 12.5 months. 
Over 50% of the lives of these criminals after the 
age of 15 had been spent in penal institutions. No 
connection between head injury and chronic crimi- 
nality could be found; 44% were tattooed ; 10% had 
been institutionalized for delirium tremens; 41% 
were found to be mentally defective. No character- 
istic somatic features were found. 

The following personality traits in order of 
prevalence were found to be characteristic: rest- 
lessness, egocentrism, weak will power, instability, 
impetuousness, taciturnity, irritability, emotional 
shallowness, abnormal optimism, and abnormal pes- 
simism. Simulation of mental disorder was thought 
by the author to be frequent among these criminals. 
He found that the greater the subject’s crimes of 
violence, the greater the role of alcohol in his 
criminal record. 

Some of the author’s psychiatric observations 
seem extremely superficial, e.g., homosexuals in 
the prison population were generally found to be 
“profoundly feebleminded”; impulsiveness is said 
to lead to “surprising and odd thefts to which no 
other explanation can be found than some sudden 
brainstorm that straightway led to action as by a 
‘short circuit.’” 

There are some data and observations that seem 
rather strange to Americans, e.g., the existence of 
a special offense, that of grand larceny committed 


on the Sabbath; and a conclusion that mental ab- 
normality is presumed in parents whenever the 
father is younger than the mother. Some of the 
proverbs in the intelligence test seem quite difficult 
to us: my country is a strawberry, foreign country 
is a blackberry; and a good bell rings far, a bad 
bell still farther. The English translation is in 
places poor enough to obscure seriously the author's 
meaning. 

The theories and methods of other countries in 
dealing with the serious recidivist delinquents have 
assumed great importance since several states have 
recently enacted special statutes dealing with sexual 
psychopaths and defective delinquents. There is 
much interesting material in this monograph. How- 
ever, the research itself is so seriously defective 
from a methodological point of view—many of the 
observations being so superficial and the whole study 
so uncritical—that it cannot be considered a study 
of the first importance. 

Manrrep S. Gutrmacuer, M.D., 
Baltimore, Md. 


THe MetHop 1N By 
Robert I. Watson. (New York: Harper & 
Brothers, 1951. Price: $4.50.) 


This 760-page volume was avowedly written as a 
text for undergraduate majors or graduate students. 
It contains 15 chapters on diagnostic methods and 
7 chapters on therapy. In an introductory way the 
author makes the following statement: “The clinical 
method in psychology as conceived today is the 
application of psychological principles and tech- 
niques to the problems of an individual. The body 
of knowledge on which it is based stems from the 
findings of psychology, personality theory, psychi- 
atry, psychoanalysis and anthropology.” Whether 
one agrees with this definition of the clinical method 
in psychology or not, it must be agreed that he has 
developed his book on this premise. 

Among the diagnostic techniques discussed are 
the interview, the case history, tests of intellectual 
functions, personality inventories, and projective 
techniques. The tests discussed are representative 
of the most commonly used clinical testing tech- 
niques, although the Rorschach for reasons of space 
limitation is omitted. The tests covered are de- 
scribed in terms of their standardization, validity, 
reliability, diagnostic usage, with coherent sum- 
maries of pertinent research. The chapters on the 
various tests are the most useful of the entire 
volume, to the beginning psychological clinician. 

The chapters on therapy attempt first to outline 
the therapeutic implications of various diagnostic 
procedures such as projective tests. Following this 
the author attempts to integrate the wide variations 
in the field of psychotherapeutic theory and practice 
by attempting to abstract certain factors common 
to all psychotherapeutic methods. These factors are 
the patient-therapist relationship (rapport or trans- 
ference), release of catharsis, insight, and emancipa- 
tion or maturation. Following this the author pre- 
sents an account of some of the variations in 
psychotherapeutic technique and theory. These ac- 
counts seem to have a somewhat erratic coverage 
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with a heavier emphasis on orthodox psychoanaly- 
sis and some of the neo-Freudian modifications. 
Some of the other psychoanalytic schools are barely 
mentioned. The other psychotherapeutic approach 
given considerable prominence in terms of the 
quantity of treatment is nondirective or client-cen- 
tered psychotherapy. There is a chapter on psycho- 
therapy with children, which describes play therapy 
of various orientations, a chapter on group psycho- 
therapy, and a chapter titled “Indirect Methods of 
Treatment,” which includes activity therapy and 
environmental modification including institutional 
treatment. 

Throughout the volume the author attempts to 
maintain an eclectic approach and seems to do so 
to such an extent that it was practically impossible 
for the present reviewers to ascertain what might 
be considered the author’s own systematic inclina- 
tions as to the nature of personality and its malad- 
justment. It is very much as if the author were 
giving a series of well-organized lectures in which 
he tried to cover the field without bias in fairness 
to his students. It is in view of this presentation 
that one can find little to criticize in terms of what 
the author has said. The great majority of his 
statements are current, well-accepted theory and 
practice in eclectic circles. 

The reviewers cannot help but feel that there is 
something of wasted creativity in the tremendous 
effort of writing a volume of this magnitude, a vol- 
ume that may very likely be completely out of date 
in a relatively few years. For what is dealt with in 
this book is not so much the patient or the human 
being as the psychologist, the tools he is currently 
using and sets of rules for the application of these 
tools. In a sense the reviewers are reminded of 
training a builder by giving him a book or a set of 
lectures on how to operate a saw, a hammer, a 
plane, a chisel, etc. Such instructions are difficult 
to assimilate unless one has previously established 
a frame of reference involving the over-all structure 
and function of the house and the way in which the 
various substructures contribute to the over-all 
function and structure. 

The author has anticipated this criticism in the 
preface where he states: “Some readers may be 
shocked by the relative paucity of case history ma- 
terial in a book dealing with clinical methodology.” 
The author justifies this first by stating that the 
book would have become cumbersome with case 
material and secondly by his statement that “the 
best way for the clinician to understand the practice 
of clinical psychology is to work with his own 
cases rather than to imitate others after a perusal 
of case reports.” It is on this ground that we would 
quarrel with the author on pedagogical method. It 
may be true that imitation of another clinician 
does not of itself make one a good clinician. How- 
ever, it appears to the reviewers just as true that 
blind adherence to a set of rules, no matter how 
eclectic ar 1 impartial may have been their deriva- 
tion, is just as unlikely to result in a good clinician. 
What is necessary is a sound understanding of the 
problem, in this case a disturbed individual human 
being. This understanding may in the last analysis 
be obtained only from case material, whether it be 


cases personally dealt with or cases dealt with by 
others. For, in our opinion, the discussion of psy- 
chotherapy as presented in this volume cannot have 
much meaning to anyone not having a frame of ref- 
erence derived previously from case material. This 
would hardly be true of the bulk of the readers for 
whom this book is purportedly written. 
C. N. Bacanz, M.D., 
VA Hospital, Lyons, N. J. 
Louis Detman, Pu.D., 
VA Hospital, Lyons, N. J. 


Suicipe. A Stupy 1n SocroLcocy. By Emile Durk- 
heim. Translated by John A. Spaulding and 
George Simpson. (Glencoe, Ill.: The Free 
Press, 1951. Price: $5.00.) 


The first edition of this work by the eminent 
French sociologist appeared in 1897. It is now for 
the first time available in English. It is strange 
that it had to wait so long. To many readers, es- 
pecially such as may be strongly inclined to a psy- 
chogenetic viewpoint, the postulates of Durkheim 
may appear unfamiliar. He is an out-and-out social 
ecologist. He discards all extra-social factors such 
as are commonly listed in many more recent 
studies. For Durkheim the tendency to suicide is 
determined by the characteristics of the community 
to which the individual belongs and his relationship 
to the community—the degree to which he shares 
in the “collective conscience.” 

As a pioneer sociologist Durkheim asserted “The 
basic principle that social facts must be studied as 
things, that is, as realities external to the individ- 
ual.” Society is very much more than the sum of 
the individuals that compose it; and it is this some- 
thing over-and-above that in varying degree influ- 
ences or controls the individual. 

Durkheim defined three categories of suicide: 
egoistic, altruistic, and anomic. 

Egoistic suicide is the common type that results 
when the individual is not sufficiently integrated 
into his society. To illustrate he cites the reported 
lower suicide rate among Catholics as compared 
with Protestants, the former constituting a more 
solidly integrated social collective, while among the 
latter individual freedom of thought and action is 
more characteristic. In his introduction to the 
book, however, editor Simpson raises the question, 
“whether suicides of Catholics are being accurately 
reported since the religious prohibition against sui- 
cide in the Catholic Church may well lead to seri- 
ous complications.” 

Altruistic suicide is due not to poor integration 
into the social group but to overintegration. Here 
the individual is rigorously controlled by tradi- 
tional customs and beliefs and while the suicidal 
act may be said to result from individual volition 
that volition is determined by the mores of the com- 
munity. Examples: wife suicides in India and 
suicides in recent times among disgraced army 
officers. Cases in which the sense of duty is upper- 
most the author calls obligatory altruistic suicides. 

Anomic suicides occur in times of crisis. The 
individual may have been well integrated into his 
community but in a critical situation either social 
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or personal the regulative group authority fails 
and suicide results from the sense of shock or in- 
dividual dislocation. This type of self-destruction 
is seen in economic crises and as a result of conjugal 
anomy—family disruption, widowhood, divorce. 

A separate chapter treats of suicide and psycho- 
pathic states, and another of suicide and normal 
psychological states. The author quotes from con- 
temporary textbooks descriptions of various types 
of insanity with which suicides are most frequently 
associated, but he takes issue with those psychia- 
trists who held that the act of suicide is ipso facto 
evidence of insanity. He found that suicide occurs 
among both sane and insane, and that no definite 
correlation could be shown between the suicide rate 
and the rate of incidence of mental disorder in a 
given community. Such facts Durkheim held sup- 
ported the view that the status of the society-in- 
dividual relationship was of fundamental impor- 
tance in suicide motivation. 

The editors’ introduction discusses various stud- 
ies of suicide since the original publication of 
Durkheim’s book. The majority of the reports 
mentioned are from the psychoanalytic school. In 
1918 a psychoanalytic symposium on suicide was 
held in Vienna. Summing up the discussion Freud 
said: “Despite the valuable material obtained in 
this discussion, we have not succeeded in arriving 
at any definite conclusion. ... Let us therefore 
refrain from forming an opinion until the time 
comes when experience will have solved the 
problem.” That conservative opinion is worth re- 
membering and remains worth quoting. 

Durkheim’s contribution was a very considerable 
one, and if it overemphasized one set of factors it 
surveyed also many others; and no investigation 
of the subject can afford to disregard his views. 
The English translation of his classic work is a 
valuable addition to sociological and psychiatric 
literature. 


S1cMuND Freup, His ExpLorATION OF THE MIND 
or Man. By Gregory Zilboorg. (New York: 
Scribners, 1951. Price: $2.00.) 


This volume is intended for the interested, non- 
professional reader, who is desirous of understand- 
ing the place of psychoanalysis in modern thought. 
It will be of equal value to professional persons 
aware of the value of psychoanalytic observations, 
but perplexed by emotionally laden attacks on this 
or that aspect of psychoanalytic theory. In this 
study of Dr. Freud, through the evolution of his 
system of psychology, Dr. Zilboorg has presented 
a controversial subject with his usual lucidity and 
ease. The intellectual background that Dr. Freud 
utilized in formulating his own significant clinical 
observations is related to the content and meaning 
of psychoanalytic psychology in its larger social 
significance. 

The scope of this personable work is stated ex- 
plicitly by Dr. Zilboorg: “We are dealing now not 
so much with the question of how psychoanalysis 
came into being, but of how psychoanalysis ex- 
panded its influence and grew, in the very atmos- 


phere of negation and hostility in which it first began 
to function, and what it has become. More than 
that: we are concerned with the problem of the 
essence and the strength of psychoanalysis, the 
influence of which is now felt in science, and litera- 
ture, in religious discussion, and even in the clinical 
work of the internist and the surgeon. What is the 
secret of this new psychology, and how new is it?” 

Through skillful exposition, a new measure of 
Dr. Freud and his work is provided. Apparently, 
the man and his work were so identified that the 
intimate personal glimpse in which biographers 
delight would reveal his personality less than this 
scholarly study. Although his findings became 
entangled in the intellectual controversies of our 
troubled times, Dr. Freud remained aloof, choosing 
to work further into uncharted personality in- 
tricacies. The remarkable scientific objectivity 
with which he approached the molten core of human 
emotions is here characterized as “his quasi- 
Olympian austerity.” This attitude might well 
irritate others less able to detach their emotions 
from their work. 

Dr. Zilboorg has not chosen to remain aloof 
from the controversies and uncertainties of living, 
as did Dr. Freud. After an able exposition of the 
present status of psychoanalytic theory, he turns 
to the subject of religion as illuminated by this new 
light on human belief. There is no attempt to 
justify psychoanalysis to religion, but rather, the 
assertion that greater faith can be found through 
this new knowledge and understanding. He differs 
with Dr. Freud’s well-known view of religion as 
a necessary illusion; yet Dr. Zilboorg does not 
compromise his intellectual integrity or his reli- 
gious convictions. It cannot be said that he is able 
to accomplish this reconciliation, or that his identi- 
fication of certain psychoanalytic and Christian 
principles is entirely convincing. Nonetheless, the 
thoughtful Christian will be encouraged by this 
study of the relationship between the psychoanalytic 
“what” of life, and the Christian “why.” Certainly, 
truth is not harmed by searching examination, and 
genuine religious faith will be strengthened rather 
than destroyed, by valid psychological insights. 
JoserpH Downinc, M.D., 

Winter VA Hospital, 
Topeka, Kansas. 


PuHantom Limss 1n AmputTees. By Bérje Cron- 
holm. Acta Psychiatrica et Neurologica 
Scandinavica Supplementum 72. (Copenhagen: 
Ejnar Munksgaard, 1951.) 


This study was carried out at the psychiatric 
clinic of the Caroline Institute, Stockholm, Sweden. 

Postamputation phantom phenomena have always 
been of great interest to doctors. The author re- 
views the literature and adds to our knowledge 
of the subject. His work is extremely painstaking 
and is concerned largely with the changes that can 
take place in the phantom limb when different 
stimuli are applied to various parts of the body. 
He has studied further the factors that influence 
the occurrence and properties of the phantom. He 
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studies the changes in the posture of the phantom 
when the patient moves his stump and the experience 
of leg amputees when walking with a prosthesis. 
He has intensively investigated the phantom phe- 
nomena in 122 amputees, roughly equally divided 
between upper and lower extremity amputations. 

The author is admittedly much influenced by the 
hypothesis of the “central state of hyper excit- 
ability.” Some factors, he is careful to point out, 
cannot be explained on this basis. Relatively little 
attention is devoted to psychological factors as 
maintaining causes of the phantom. 

The author does not advance very much in- 
formation that is likely to be of usefulness to the 
therapist in attempting to deal with painful phantom 
symptoms. 

Joseru D. Suttivan, M.D., 
Institute for the Crippled and Disabled, 
New York, N. Y. 


Tuematic Test ANALysis. By Edwin S. Shneid- 
man, Ph. D., with the collaboration of Walter 
Joel, Ph.D., and Kenneth B. Little, Ph. D. 
(New York: Grune and Stratton, 1951. Price: 
$8.75.) 

The foreword to this volume is written by 
Henry A. Murray, “the father of the Thematic 
Apperception Test,” and herein he calls the book 
“... an original in scientific literature... .” 
He tells us that a number of experts have “made 
spectacles of their minds for the benefit of their 
fellows.” He adds that “for those who have been 
wrestling with the giant problem of devising a 
comprehensive system for interpretation of imaginal 
productions, this book is a cornucopia’ of riches.” 

Most of the book deals with the analysis and in- 
terpretation, by different “experts,” of one patient’s 
responses to the Thematic Apperception Test 
(TAT) and the Make A Picture Story Test 
(MAPS). Practically every published method for 
such test analysis is tried on material from a single 
clinical case and presented by its own authors in a 
separate chapter. These authors knew nothing of 
the case except age, sex, and marital status before 
they presented their analyses of John Doe’s ver- 
batim test responses. For most of the material in 
the book, Shneidman and his collaborators are 
thus indebted to 25 contributors, 17 of them on 
TAT and MAPS; 5 on supplementary tests in- 
cluding the Rorschach, the Wechsler-Bellevue, the 
Minnesota Multiphasic, the Draw-A-Person, and the 
Bender-Gestalt; and 3 on clinical data. Further- 
more, we learn very early in the book (foreword 
and note p. 2) that “the editors’ own contributions 
are not presented in this volume, but have been with- 
held for a sequel.” Stating it differently, the re- 
viewer considers it very disappointing that what he 
regards as one of the most significant excuses for 
such a book, the statistical analysis of the results, 
is planned for a separate publication! 

The editors’ purposes, however, are quite clearly 
put, in 7 statements (beginning on p. 3) and a dis- 
cussion of “limitations and delimitations” (on pages 
4 and 5). Briefly stated, the “project was done 
within the framework of the desire to contribute to 


psychology and psychodiagnostics as predictive 
sciences.” But if one gets any such contribution 
from this volume, he must figure it out for himself. 
Unfortunately such cogitations by different readers 
may lead to some widely different conclusions that 
the editors would not care to emphasize. 

A few simple tabulations that the reviewer has 
made, or that anyone could make for himself from 
the material scattered through the book, show sig- 
nificant and interesting findings. These items include 
test interpretations, impressions as to diagnosis and 
prognosis, and suggestions relative to therapeutic 
methods best suited to the case under consideration. 
In these we find some positive statements and genu- 
ine agreement between 4 or 5 of the 25 special 
authors, but also considerable disagreement, ex- 
pected and otherwise, among others, with some 
dubious interpretations and evasions. By these 
authors, John Doe is classified in many categories 
ranging from “a normal person” to “a paranoid 
dementia praecox.” The latter is also the final 
diagnosis from the clinical picture at the time of 
psychiatric follow-up 28 months later. Meanwhile, 
as mentioned by the editors in their summary (p. 
307), we must content ourselves with the profound 
observation that .. .. “undeniably there is some- 
thing to the clinical interpretation of projective test 
results.” Just what that “something” is, however, 
they admit is for the future to tell. Without further 
comment all we can do is join in the hackneyed 
chorus, “more research is needed” (also given in 
the editors’ summary!), and then await the next 
publication. 

E. L. Scuort, Pu. D., 
Henry Ford Hospital, 
Detroit, Mich. 


CoorperATION AMONG ANIMALS WITH HUMAN 
ImpuicaTions. Revised edition. By W. C. Allee. 
(New York: Henry Schuman, 1951. Price: 
$3.50.) 

A recent trend in biological textbooks is an 
attempt to emphasize the human implications of the 
subject, whether the text is morphological, genetical, 
or sociological. This same is true of the 1951 re- 
vised edition of a text first published in 1938 under 
the name of “The Social Life of Animals.” The 
title that Prof. Allee gives to the new edition is 
“Cooperation Among Animals with Human Im- 
plications.” It is the author’s hope that “through 
the work described . . . . all social action may be 
given a somewhat broader and more intelligent 
foundation.” 

First there is presented evidence to show that 
cooperation is a fundamental biological principle. 
In a leisurely, chatty style the author outlines the 
development of the researches of his students and 
associates, through which they came to realize the 
importance of cooperation for the growth, survival, 
and evolution of animals, 

From the standpoint of human implications, 
Chapter VI is probably one of the more interesting. 
Here is discussed from the genetic standpoint the 
evolution of mankind as based upon the size of 
populations in relation to changing environments. 
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The layman of today should know what is meant 
by genes, gene frequencies, and mutations. Here he 
will find them briefly explained and discussed and 
will come to understand why mankind must pos- 
sess at all times a store of concealed potential 
variability if he is to survive in a changing world. 
When the author carries his biological principles 
into the field of international relations, it will be for 
the individual reader to decide whether or not the 
author has ventured in where angels fear to tread. 
NorMa Forp Wacker, Pu. D., 
Department of Zoology, 
University of Toronto. 


Sex 1n PsycHoanatysis. By S. Ferenczi. (New 
York: Robert Brunner, 1950. Price: $3.50.) 


This is a reprinting of a compilation of 15 papers 
(formerly called Contributions to Psychoanalysis) 
as selected and translated by Dr. Ernest Jones, with 
the approval of Dr. Ferenczi. 

Dr. Jones has chosen papers illustrative of 
Ferenczi’s thinking at an early stage, and it is not 
to be construed as the final summation of his be- 
liefs. 

It should be remembered that these papers are of 
a period when Ferenczi was closely following the 
leadership of Freud, and perhaps stepping upon 
his heels, in an attempt to produce an analytic situa- 
tion in which the patient underwent Spartan priva- 
tions and sexual abstinence, in order to arouse vio- 
lent emotion, presumably to facilitate the analysis. 

It should likewise be remembered that this ab- 
stinence régime was abandoned by him and charac- 
teristically he then swung to the opposite extreme 
with permissive methods. 

Notwithstanding these papers, dating from 1908- 
1914, are of value because of their close, intertwin- 
ing relation to Freud’s early formulations, in an 
explanatory and enlarging manner, and because 
his interest in therapy made his writings more mean- 
ingful and understandable. 

Seymour Bere, M.D., 
Bellevue Hospital, 
New York. 


PsYCHOLOGY IN THE SERVICE OF THE SCHOOL. By 
M. F. Clough. (New York: Philosophical Li- 
brary, Inc., 1951. Price: $3.75.) 


This book gives the American reader an account 
of psychological services in the schools of Great 
Britain. (The author is Senior Lecturer, University 
of London Institute of Education.) To an extent it 
describes the operations of the Child Guidance Cen- 
ter. For a more complete account the author refers 
the reader to Burbury, Balint, and Yapp’s Child 
Guidance. 

The book is addressed primarily to teachers, par- 
ents, and welfare workers rather than to the school 
psychologist and psychiatrist. It is replete with 
practical suggestions for the handling of both the 
routine and somewhat unusual problems presented 
by school children, problems that teachers and head- 
masters are expected to deal with. It describes a 


variety of such problems together with procedures 
for obtaining information about problem children 
and making diagnoses. An especially valuable fea- 
ture of the book is the description of problems that 
are symptomatic of serious maladjustment. It should 
enable teachers and school officials to be more dis- 
criminating in making referrals to Child Guidance 
Centers, especially since the author has restricted 
himself chiefly to symptoms nonspecialists may be 
expected to observe. 

The book is practical, nontechnical, and should 
make good sense to teachers and school officials. 
It should be helpful to school psychologists and psy- 
chiatrists, especially those in training or those who 
as yet are relatively inexperienced, as it should 
acquaint them with a variety of problems and with 
routine procedures for collecting information about 
problem children. It is not the purpose of the book 
to treat behavior theory or to present a systematic 
exposition of psychology of maladjustment. It is 
unusually well written and makes a significant 
contribution. 


J. B. Stroup, 
Professor of Education and Psychology, 
State University of Iowa. 


CEREBRAL PALsy AND DEVELOPMENTAL D1sorDERS 
oF Mentation. By Clemens E. Benda. (New 
York: Grune & Stratton, 1952. Price: $12.75.) 


This book is a welcome addition to the clarifi- 
cation of a field that has been recently developed 
but has been known under many other titles. The 
author has approached the problem from an organic 
and well-organized standpoint so that the bridge 
over the gap that has so long existed between men- 
tal processes, particularly those concerned with re- 
tardation, deficiencies, and defectiveness, can reason- 
ably be attached to pathological processes that are 
indicated or established. 

This fundamental organic bridge between func- 
tional and symptomatic clinical states will be wel- 
comed by those who have long since felt the need 
for correlation of pathology with clinical syndromes. 

It is important to emphasize that the author has 
drawn fully from his long and wide experience and 
has substantiated many of the observations that he 
has noted from his own post-mortem examinations 
and the records of patients in institutions or under 
clinical care for sufficient periods of time to estab- 
lish their probable relationship between symptoma- 
tology and pathology. 

The book is well composed and the publishers are 
to be congratulated upon its size and its significant 
balance of material with illustrations. Bibliography 
is excellent and this volume should be considered as 
one of the important basic source references for the 
psychiatrist, neurologist, the neurosurgeon, and 
those other specialists such as the orthopedist, pedi- 
atrist, and the physician in the field of physical 
medicine who will deal with the problem of cerebral 
palsy in the future. 

Tempe Fay, M.D., 
Temple University, 
Philadelphia, Pa. 
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How to Hetp an Atconotic. By Clifford J. Earle. 
(Philadelphia: The Westminster Press, 1952. 
Price: $1.50.) 

This small book is one of the Westminster Pas- 
toral Aid Books, with Russell L. Dicks the general 
editor and also the writer of the foreword. The 
author is the associate secretary of the Division of 
Social Education and Action of the Presbyterian 
Board of Christian Education, with the special 
portfolio of Alcohol Education. He has published 
a previous book, Alcohol and People. 

The book is written for the average layman and 
it attempts to give some understanding of what 
alcoholism is and something about modern methods 
of treatment. As might be expected the book gives 
only a few pages to modern medical and psychi- 
atric procedures and devotes most of its space to 
religious approach, including the approach of 
Alcoholics Anonymous. Chapter 8 is entitled, 
“Strength in Religion,” and points out the rdle that 
religion can and often does play in the rehabilita- 
tion of the alcoholic. Part II, Chapter 9, entitled 
“Guidance from Recovered Alcoholics,” gives advice 
of a religious nature with Bible readings and 
prayers. 

In general, the material presented in the book is 
simply written and easily understood. It is also 
factual insofar as it goes. The material dealing 
with medical and psychiatric problems is correct. 
Chapter 6, “What Not to Do,” has some rather 
good common-sense advice for members of the 
family and friends of the alcoholic. The book does, 
therefore, fulfill in a satisfactory manner the pur- 
pose for which it was written and is a safe book 
to put in the hands of the average alcoholic or 
members of his family or friends. 

K. M. B. 


NumMser NINE, OR THE MIND Sweepers. By A. P. 
Herbert. (Garden City, N. Y.: Doubleday & 
Co., 1952. Price: $3.50.) 


Anything that A. P. Herbert writes will reward 
the reader one way or another, usually several 
ways. It will be remembered that the author rep- 
resented Oxford University in Parliament for 
quite a long time, until a recent Prime Minister 
found that he didn’t need an Oxonian in his kind 
of government. In “Independent Member” Sir 
Alan makes some entertaining comments on his 
parliamentary experiences. 

Somewhat earlier he had conceived a dislike for 
Britain’s antiquated divorce laws and wrote a sa- 
tirical novel about them—“Holy Deadlock.” Laws 
less cruel and stupid eventually got on the books. 
He wrote a sequel, “The Ayes Have It,” recording 
the satisfactory result of his campaigning. 

The author suggests that the present book has a 


“target” too—certain absurd formalities in the civil 
service, as he sees them, and in particular the 
procedures by which the “Mind Sweepers” (psy- 
chologists and psychiatrists—“trick-cyclists” he calls 
the latter) determine the qualifications of applicants. 
One gathers that A. P. Herbert is not overfond of 
his psychologists and trick-cyclists, judging by the 
assortment of pet names he applies to them, and the 
thorough manner in which he abuses, humiliates, and 
discredits the hero of the story—if victim may be 
called hero—who is an amateur psychiatrist func- 
tioning also as a psychologist. The merciless pur- 
suit of this character ends only with his suicide in 
South America. 

We remind ourselves that A. P. Herbert is a hu- 
morist. There is plenty of humor in this book and 
even uproarious fun, but there is something more. 
Satire? Yes, and still something more. Realism? 
The author is discussing the tests and other exam- 
ination and interviewing methods used with candi- 
dates for the civil service by a team of professionals 
at a government screening center calle’ Hambone 
Hall. He states: “The methods of examination I 
have described at Hambone Hall—and I have done 
it as fairly and accurately as I could, allowing for 
fanciful exaggeration—are in use today, I believe, 
in London.” And he adds with a twinkle, “For all 
I know, our ‘missing diplomats’ were chosen in this 
way.” It cannot be said that Sir Alan is speaking 
entirely from ignorance, and he is not unacquainted 
with the professional gobbledygook. And we note 
uneasily that it is psychiatry and psychology that 
he has chosen as objects of his satire rather than 
pediatrics or gynecology or any other branch of 
medicine or other science. 

Then too we call to mind with no less discom- 
posure that another Briton has made some stringent 
remarks about these same subjects. The remarks 
are too painful to quote but anyone who is curious 
will find them in “The Hinge of Fate,” page 918. In 
another connection this author reminded us that he 
had “not always been wrong.” 

Fifty-odd years ago, at their own request, Weir 
Mitchell told American psychiatrists assembled for 
their semi-centennial meeting, what he thought of 
them and their work. What he said was not alto- 
gether pleasant—psychiatry was too sluggish, it 
was not keeping pace with the rest of the medical 
procession. Psychiatry squirmed alive. It has 
covered much ground since then; it has notable 
achievements to its credit. But may it be possible 
that here and there in these latter days it may have 
gone too fast and overreached itself? In taking 
itself seriously—as any scientific discipline must— 
may it not also profit by considering seriously the 
opinions even of such persons as the former mem- 
ber from Oxford, and a former naval person? 

C. B. F. 
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By THOMAS A. C. RENNIE, M.D., and 
MARY F. BOZEMAN 


"Thus BOOKLET—a compan- 
ion to Vocational Rehabilitation of 
Psychiatric Patients—deals_ with 
persons whose mental illness is not 
sufficiently serious to require hos- 
pitalization. The authors discuss 
the vocational problems of nearly 
450 patients from five out-patient 
clinics and evaluate the effective- 
ness of the vocational service which 
was given. This invaluable study 
points the way to a closer codpera- 
tion between the psychiatric clinic 
and the vocational agency. Paper 
covers, $1.25. 
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Fund Book cf 
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For the study, care and treatment of 
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All recognized psychiatric therapies are 
used as indicated. | 


Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 
BENJAMIN Simon, M.D. 
Director 


CuHares E. Wuite, M.D. 
Louis Brenner, M.D. 
WiuiaM R. SHetton, M.D. 
Associates 


Consultants in all Specialties 


Arlington Heights, Francie W. Russell 
Massachusetts Executive Secretary 
Telephone AR 56-0081 
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SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and _ recrea- 
tional activities directed by trained 
personnel. 


Owen C. Ciark, M.D. 
Medical Director 
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Director 
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Assistant Medical Director 
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WESTBROOK SANATORIUM 


cA. private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
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HALL-BROOKE 


A modern psychiatric hospital in a 


non-institutional setting 


(Licensed by State of Connecticut) 
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‘HIGHLAND HOSPITAL, INC. ~ 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 
Psychiatry 
Associate Director 


The HAVEN SANITARIUM 


1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 
Leo H. Bartemeier, MD. , A private hospital 25 miles north of Detroit for 
Hilbert H. DeLawterM-D. the diagnosis and treatment of mental illness. 
Mr. Graham  Psychoanalytically trained resident physicians. 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 


For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory ; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 
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OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


Located 20 miles f N 
OSCAR ROZETT, M.D., Medical Director 


MISS MARY R. CLASS, R.N., Director of Nurses 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet All of 
the Hospital Facilities Are 


Available for Treatment and 
ELECTRIC SHOCK THERAPY ATIONAL Menagement of Probt 


INSULIN THERAPY 
PSYCHOTHERAPY DIETETICS opsy 


PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


HIGH POINT 
HOSPITAL 


~ 
PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RUTH FOX, M.D. L. CLOVIS HIRNING, M.D. 
Associate Consultant Associate Consultant 
Attending Psychotherapists: 


I. WM. BRILL, M.D. DANIEL GOLDSTEIN, M.D., F.A.P.A. 
LEONARD FRANK, M.D. STEPHEN KEMPSTER, M. D. 
SYLVIA GENNIS, M.D. SIMON NAGLER, M.D. 

LEONARD GOLD, M.D., F.A.P.A. MERVYN SCHACHT, M.D. 


ANTHONY W. ESPOSITO, M.H.A. LEATRICE STYRT SCHACHT, M.A. LOIS CARLSEN, R.N. 
Hospital Administrator Psychologist Directress of Nurses 
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FOXHOLLOW-ON-HUDSON 
Rhinebeck, New York 
“Special School” 


Twenty-eight years ago I founded a special 
school known as The Spruces for the treatment, 
adjustment and training of so-called nervous and 
problem children. This school was an outgrowth 
of my experience in starting the Child Guidance 
Clinic Movement under the National Committee 
of Mental Hygiene, and the Commonwealth 
Fund. At that time an urgent need was felt for 
a school that provided understanding guidance, 
adjustment and training of youngsters who 
could not fit into the home and school environ- 
ment, but needed a special school. This school, 
over the years, has become a well organized 
unit. Some nine years ago, I purchased from 
Vincent Astor the Foxhollow estate, former 
home of his brother, John Jacob Astor, Jr., and 
moved our Spruces children to that place, chang- 
ing the name of the school to The Foxhollow-on- 
Hudson. We now have a very fine environment 
on an estate of some six hundred acres, pro- 
viding for all the needs of youngsters of this 
type. 


THE ANDERSON SCHOOL 


Staatsburg, New York 


Regents accredited college preparatory Senior 
and Junior High School, Elementary School, and 
two-year post graduate course 


The Anderson School had an entirely different 
origin, coming from psychiatric work in indus- 
try; not clinical work, but a study of personnel 
problems. More particularly, The Anderson 
School was an outgrowth of my work in select- 
ing, placing,- and guiding in the training of 
college graduates who were taken on in execu- 
tive training for executive jobs. Here I was 
struck with the tremendous lot of failures 
amongst so-called educated young people. My 
work here showed the need for a broader con- 
cept of education, emphasis on educating the 
emotional life and the socialization of the indi- 
vidual, as well as his academic training; in 
short, personality education. This is just what 
The Anderson School does. The Anderson School 
is a good “prep” school, fully accredited by the 
Board of Regents; but it emphasizes a much 
wider concept of student training than is con- 
ceived of in present-day education—educating 
the student as a person. 


For further information address V. V. ANDERSON, M. D. 
THE ANDERSON SCHOOL 


STAATSBURG-ON-Hupson, NEw YORK 


TELEPHONE: STAATSBURG 3571 


FOR CHILDREN 


with educational, emotional or speech problems 


®— > School programs are directed by the school psychiatrist and an excellent 
staff of teachers, occupational and recreational therapists, housemothers, and a 


clinical psychologist. The children are grouped into units, each having its own 
housemother, teacher and therapists. Every day these staff members note the 
behavior of each child and review it at the daily staff conference conducted by 
the school psychiatrist. The psychiatrist discusses the child’s family constellation 
and his pathological relationships and then outlines the program to be followed. 
These conferences provide a longitudinal study of the child’s behavior and enable 
the psychiatrist to help the teachers and housemothers understand the child. He 
advises them on attitudes to be maintained toward the youngster and suggests 
ways of handling specific problems that have arisen in the child’s relationship 


with other children or staff members. 


A. H. Kambly, M.D. 
School Psychiatrist 


For Further Information Address The Registrar 
1700 Broadway, Ann Arbor, Michigan 


D. E. Lichty, M.D. 
School Pediatrician 


> The Ann Arbor School 


Member of the Anerican Hospital Association and licensed by the Department of Public Instruction 
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“URGENT” 


This office would like to obtain by 
purchase or by gift copies of the Jan- 
uary 1886, July 1887, October 1888, 
February 1950 and the October 1950 
issues of the AMERICAN JOURNAL 
OF PSYCHIATRY, which are miss- 
ing from our files. Please notify Mr. 
Austin M. Davies; Room 412, RKO 
Building, 1270 Avenue of the Ameri- 
cas, New York 20, New York, if you 
know of the availability of these 
issues. 


VALLEYHEAD 
HOSPITAL 


CONCORD, MASSACHUSETTS 


For the treatment of psychoneuroses, al- 
coholism, mild mental disorders, and 
chronic diseases. Pleasant pastoral set- 
ting near historic Concord. Accepted 
modern therapies used. Complete occu- 
pational and recreational facilities avail- 
able including outdoor swimming pool 
and tennis court. 


S. Gacnon, M.D., Superintendent 


Paut B. Jossman, M.D. 
Director of Clinical Psychiatry 


Post Office Address—Box 151, 
Concord, Mass. 
Telephone—Concord, Mass. 1600 
Brochure Upon Request 
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THE HOMEWOOD SANITARIUM 


OF GUELPH, ONTARIO, LIMITED 


CANADA 


A private hospital situated 50 miles west of Toronto, fully equipped to pro- 
vide modern treatment for all types of psychiatric disorders, acute or chronic. 


Resident staff of experienced psychiatrists. 


medical attention) $70.00 per week. 


For further information apply to 


Minimum rate (inclusive of 


A. L. MacKINNON, M.B., MEDICAL SUPERINTENDENT 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close ceoperation with family physician. 70 miles from 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen B 


rett, M.A. 
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INDISPENSABLE 


To every psychiatrist, every psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price $12.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 

Research Activities 

Type of Psychiatrie Training 
Affiliation 


“The most frequently consulted book in my office’ Dr. S., 
New York 


“Indispensable for my referrals’ Dr. H., Los Angeles 


“Proves helpful every day in my social service depart- 
ment and saves us many hours of work”’ F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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PSYCHOLOGICAL STAFF 
OF PENNSYLVANIA 


tor of Research 
Milton Brotten, Ph.D. 
Michael 6. Duan, A.M. 
Robert G. Ferguson, A.M. 
Edward L. French, P&.D. 
John Kisiser, A.M. 
Mary Pawling, A.&. 
M. Eleaner Ross, Litt. 

PROFESSIONAL STAFF, 
THE DEVEREUX 
RANCH SCHOOL, 
CALIF ORNIA 
Charles M4. dr, 4.8. 
Richard Lambert, 4.0. 
Consulting Psychiatrist 
Consulting ; 
Consulting 


Robert L. 
Director ef the Ranoh School 


ACHIEVEMENT 
in Academic Growth 
through Therapeutic Guidance 


NDER THE GUIDANCE of the psychi- 

atric staff, the educational and voca- 
tional program of Devereux Schools effee 
tively develops the maximum intellectual 
potential of the child who is handicapped by 
emotional difficulties. Successful adjustment 
of the boy or girl is achieved through sympa- 
thetic guidance and therapy. 


When you encounter, in your practice, a 


school-aged patient who is failing academi- 


eally and socially, you are invited to let us . 


evaluate the prospective outcome of Dever- 
eux” specialized education with therapy. Our 
experienced staff will thoroughly review each 
case history and offer a detailed report. 


Please address yr inquiries to: 
JOHN M. BARCLAY, Registrar 


Hewena T. DEVEREUX, Director 


SANTA BARBARA, CALIFORNIA - DEVON, PENNSYLVANIA 


By 


: 
CLINICAL 
STAFF 
MEDICAL STAFF . | 
Lestie R. Angus, M.D. 
ai 
Robert Ceverem, M.D. 
Ruth €. Defly, B.D. — 
4. Clifford Seett, M.D. ; 
Calvin F Settings, M.D. is 
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Thomas W. Jalerson, Ph.D. 
Clinical Payohologtet 
Jom 
4 
BVEREUX 


